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THE SURGEON'S DIAGNOSIS IN NEURASTHENIC 

CONDITIONS 
By ROBERT T. MORRIS 
Professor in Surgery, New York Post-Graduate Medical School and Hospital 

New York 

Various separate features of the neurasthenic condition have been 
considered by different specialists in the light of diagnostic entities 
belonging to their special department. This has been a fault be- 
longing to the present stage of our cultural period. 

In all progress we have first the era of superstition ; then the era 
of analysis, during which vast numbers of facts are liberated by 
investigators. Finally comes the stage of synthesis, in which the 
associative faculty of the diagnostician in medicine can be employed 
for bending the parallel rays of specialists' facts through the lens 
of his mind. At present we have not emerged from the analytic era 
in our consideration of the subject of neurasthenia. 

The surgeon, for instance, has taken charge of the subject of loose 

kidney, considering it to be a diagnostic entity. On that basis he 

has pas;sed through various experiences. At first it was considered 

desirable to fix a loose kidney merely on the basis of knowledge that 

it was present. Some patients were benefited, many others were not ; 

and the next stage of observation was largely in the field of giving 

mechanical support to loose kidneys while looking after the general 

jjygiene of the patient. Now the surgeon returns to the point of 

believing that fixation of the loose kidney in selected cases will dis- 
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pose of a large number of the secondary group of symptoms which 
are dependent upon the presence of loose kidney as a precipitating 
factor. 

The psychiatrist takes up the subject from an entirely diflFerent 
viewpoint, forming a parallel ray with the viewpoint of the surgeon, 
— ^the two rays not converging, but awaiting the coming of a syn- 
thetic mind. The psychiatrist holds that the causes for neurasthenia 
rest in the^psyche of the patient, and if he can give proper direction 
to the psyche, through suggestion to the patient, loose kidneys 
perhaps will go back into place and sagging colons may arise to their 
normal positions. 

The neurologist follows another parallel ray, not bending toward 
that of the surgeon or toward that of the psychiatrist. He believes 
that treatment which will increase the general nerve tone of a 
neurasthenic patient will dispose of the features belonging to both 
physical defect and to mental aberration. His parallel line of view 
also awaits bending by the sjmthetic lens. 

In arriving at a diagnosis of the fundamental condition in neu- 
rasthenia, it seems to me that we are obliged to consider the close 
relation in general between structure and function, no matter 
whether this relates to the daily cell construction of various organs 
(belonging to flux of protoplasm) or whether it belongs to arrested 
development of organs, or to abnormal mechanical relation of 
organs one to another. On this basis it is essential in making a 
diagnosis of the condition of neurasthenia to go back to our funda- 
mental position, and ask why various defects in the protoplasm of 
cells, or arrangement of cells in organs, or abnormal position of 
organs in relation to each other should occur. We know that cell 
construction, development of organs, and -the position of organs, 
depend more or less upon the influence of hormones ; that the secre- 
tion of hormones depends upon dictation by the secretion from duct- 
less glands ; and that physical cells of ductless glands are influenced 
by toxins. We know further, that toxins which influence the duct- 
less glands abnormally are largely derived from the bacteria of the 
colon. More than sixty species of colonic microbes, bacterial; 
protozoan, or infusorial, have been described. The toxins produced 
by many of these in the course of their development are definitely 
known to be injurious to the cells of organs. The endotoxins, of 
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proteid character, liberated from the bodies of microbes killed by 
other microbes, are also known to be injurious to the protoplasm 
of cells in many instances. 

Under conditions of modem civilized life of our present cultural 
period, an abnormal proportion of various colonic microbes develop ; 
and our methods for oxidizing their toxins or for carrying them 
through safe metabolic processes are not as yet arranged from a basis 
of science. Our methods of treating the neurasthenic patient are at 
present chiefly upon the basis of art at the hands of various artists. 
Science might be described as the art of classifying demonstrable 
data . Art might be described as the science of demonstrating class- 
ifiable data. We have applied neither science nor art, in the full 
sense of either word, as yet in dealing with our cases of neurasthenia. 

In making diagnosis relating to this condition as a whole, or to 
its various phases, the surgeon at the present time is inclined to 
g-o back to the basis of bacteriology. Bacteriology gave him the 
first light in treating surgical infections. There was much oppo- 
sition to this idea thirty years ago. A few years passed by and 
the field of bacteriology in contagious diseases and infections in 
general was opened up, from a vista beginning with surgical in- 
fections. The second position of bacteriology was opposed violently 
for a while. Now we are passing on to another vista, in which 
bacteriology shows that all human activities, all organic cell con- 
struction, are under an influence which amounts to control by the 
microbe. 

Protoplasm is the fundamental constructive unit of organic life. 
The microbe is the inimical unit of destruction. The cell, being 
an ameba, is in constant conflict with the microbe, the hereditary 
enemy of the ameba. Taking up the study of neurasthenia for pur- 
poses of diagnosis, in a given case as a whole, or of various features 
of the case, we must begin then from the standpoint of the bac- 
teriologist. His report upon the contents of the colon is of par- 
ticular importance. Neither the psychiatrist, nor surgeon, nor neu- 
rologist can intelligently comprehend the nature of any given case 
of neurasthenia excepting from the basis of the bacteriologist's 
report 

Toxins of a single group of colonic bacteria which produce the 
indols, skatols, and phenols, may when occurring in excess beyond 
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the metabolizing efficiency of the individual, interfere with proto- 
plasmic daily cell construction of the ductless glands. Internal 
secretion of these glands is then abnormal in character and it stimu- 
lates the secretion of hormones which are not quite normal in char- 
acter, — ^all of this work being under control of the sympathetic 
nervous system. The s)rmpathetic nervous system, obliged to do 
work out of the ordinary, becomes exhausted. We may then have 
splanchnic neurasthenia, which allows relaxation of peritoneal sup- 
ports of abdominal viscera ; and they begin to sag. With splanchnic 
neurasthenia there is loss of efficiency of the secretions which carry 
on digestion, and the microbes then have opportunity to use the 
pabulum of contents of the intestinal tract for their own purposes, 
to a greater extent than previously. This results in the establish- 
ment of a vicious circle. Such a vicious circle occurring in parents 
may result in injury of the developing ovum, causing abnormal cell 
construction, with arrested development of certain organs of the 
fetus. The progeny will then present various stigmata belonging to 
arrested development. Some of these may be very evident, as we 
find in the decadent ear, high arch palate, and gunstock scapula. We 
assume that an individual with arrested development of organs 
which may be observed, has at the same time arrested development 
of organs which cannot be observed. A child presenting features 
of arrested development is merely giving evidence of toxic cell 
injury suffered by parents; and this individual, as a variant from 
the normal, has a tendency, according to the laws of mutation, to 
recede from the dominant type. 

The surgical point of view then in relation to cases of neuras- 
thenia begins from the standpoint of the bacteriologist's report, 
no matter whether it relates to a well-constructed individual suffer- 
ing directly from the influence of colonic toxins, or whether he is 
dealing with progeny of such individuals, who are still more sus- 
ceptible than were the parents to microbic influences. 

I have spoken only of the colonic group of toxins. At this point 
one needs to keep in mind the idea of proportion. Other toxins, the 
end-products of various proteolytic changes, no doubt are influ- 
ential in causing injury to the protoplasm of cells. Various 
products of waste improperly metabolized also as toxins. In making 
a diagnosis, however, of neurasthenia, or of the relative values of 
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various phases of the condition, we must begin from the bac- 
teriologist's report of colonic findings. The surgeon can help in 
many of these cases by relieving the patient from features which 
exert a precipitating influence in the development of various symp- 
toms belonging to neurasthenia. He can fix the loose kidney by 
a ten-minute operation. He can suspend the sagging colon and can 
separate adhesions which interfere with gastric or intestinal mo- 
tility. He can break a part of the vicious circle, but his work does 
not end the possibility of our still continuing to make the diagnosis 
of neurasthenia in these cases. 

The internist can help in most of these cases, by controlling the 
output of toxins from the colonic bacteria. The ophthalmologist and 
various other specialists can help by relieving the patient from the 
influence of peripheral irritations which precipitate the appearance 
of symptoms. 



THE THERAPEUTIC-DIFFERENTIAL DIAGNOSIS OF 
CONSTITUTIONAL DYSMENORRHEA 

By SAMUEL WILLYS HANDLER 

Adjunct Professor of Gynecology, New York Post-Graduatc Medical School 

and Hospital 

New York 

It seems strange that, after all the tremendous amount of experi- 
mental work which has been done, and after all the verification 
which physiological and pathological investigations have given in 
the pursuit of this topic, there should still be physicians who doubt 
the existence of an ovarian secretion. They readily grant the tre- 
mendous importance of the thyroid and the suprarenal structures, 
and are now beginning to recognize the important role of the hypo- 
physis. Recognition of the importance of the thyroid and adrenal 
apparatus was probably furthered by the therapeutic results obtained 
by the secretions of these glands, used experimentally or medicinally. 
The fact that up-to-date no ovarian secretion has been prepared 
which produces in the same short space of time marked or noticeable 
cflFects, possibly accounts in a measure for the failure to grant to 
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the ovaries the place they deserve as most important factors in the 
female economy, aside from their very important function of pro- 
ducing ova. At almost all periods of life the thyroid, and the supra- 
renal especially, are intimately concerned with the vital daily proc- 
esses to a greater or lesser degree. But the ovary exerts its in- 
fluence over a very extended period of time, in channels and ways 
which show no decided alterations but only gradual but lasting 
phenomena. It must be granted by every one that removal of the 
ovaries in young animals or young human beings stops any further 
development of the mammary gland and the external and internal 
genitalia, especially the uterus. In adult women removal of the 
ovaries is followed by atrophy of the internal genitalia, most par- 
ticularly the uterus. At the climacterium regressive changes in the 
ovaries are followed by atrophy of the genitalia. These factors are 
universally known and they are generally recognized as resulting 
through the failure of a secretion produced by the ovaries. The 
ovary has a remarkable eflfect, too, in influencing the form and 
degree of bony growth in the female. It produces the female type 
of pelvis, it has to do with the degree and extent of skeletal growth. 
It is intimately concerned with the changes produced in osteomalacia. 
It has an intimate relationship with the thyroid, the thymus, and the 
hypophysis, glands which are extremely important in the processes 
of bony growth and of ossification. The alterations found in the 
ovary in acromegaly are so decided that in the minds of many 
observers the ovaries are the primary factors in the production of 
this disease. The same holds true in cases of giants and dwarfs. 
All these and innumerable other points, which I have not the space 
to mention, prove the great importance which the ovaries bear in 
the general economy, however, to be sure, rarely vital. The most 
important and, in my mind, extremely important relationship exists 
between the ovary and the thyroid. Many years ago my attention 
was attracted in this direction by the observation that in many cases 
of ovarian hypofunction in young women, there were symptoms of 
a digestive and general nervous nature that implied a toxic irrita- 
tion by some other secretion. The study of the constitutional changes 
produced at puberty, before menstruation, before and during the 
climacterium, taught me that in innumerable cases we were dealing 
with actual or relative hyperthyroidism, and I gave to that class of 
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patients in whom an excess of thyroid was due to h)rpofunction of 
the normally antagonizing ovarian secretion, the name of relative 
Basedow's disease. Many of these cases manifested their annoy- 
ances in association with menstruation, that is, usually in the pre- 
menstrual phase, and it is important in this type of what might be 
called constitutional dysmenorrhea to distinguish between the cases 
due to overactivity of the ovarian secretion itself, due to its being in 
excess, and the type where the annoyances are due to ovarian stimu- 
lation producing an absolute and relative excess of thyroid secretion. 
In other words, we may distinguish three menstrual types: one, 
the annoyances are due to too much ovarian secretion. Two, there 
is normal stimulation by ovarian and thyroid secretion, but it takes 
place in a patient with an extremely h)rpersensitive organism. Three, 
there is real premenstrual hyperthyroidism. 

Before each menstruation there is produced throughout the entire 
body a hyperemia and congestion which is especially marked in the 
pelvis and mucous membrane of the uterus. These local changes are 
produced in order to cause such a hyperplasia of the endometrium 
as to make a fitting nest for the impregnated ovum. In many cases 
this congestion and hyperemia is markedly constitutional. There is 
discoloration in the nasal mucosa, in the larynx, in the gastric 
mucosa, there is a rise of arterial tension, an increased irritability of 
the cerebral and nervous centers. There is throughout the body a 
feeling of discomfort, and in the pelvis there may be pain. These 
patients do not necessarily suffer from irritability, on the contrary 
many suffer rather from a dull, heavy, tired, phlegmatic set of symp- 
toms. 

The diagnosis between the annoyances due to excessive ovarian 
secretion on the one hand, and, h)rperthyroidism stimulated by the 
ovarian secretion on the other, may be in many instances readily 
made by the use of thyroid extract. Any patient suffering from this 
premenstrual dysmenorrhea of a constitutional type due to hyper- 
thyroidism, is made distinctly worse by the use of thyroid extract, 
one to five grains 3 times a day. Any patient whose premenstrual 
annoyance is due to the presence in the blood of an excess of the 
ovarian hormone is benefited by the exhibition of thyroid extract. In 
this type of case, and in cases of a nervous nature, at whatever age or 
stage, I have for years made use of the thyroid extract for diag- 
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nostic purposes, and have unearthed thereby many cases of relative 
and actual hyperthyroidism and have seen several of these patients 
subsequently develop distinct signs which absolutely verified the 
diagnosis. In my experience, ovarian extract is a valuable drug. 
Lutein extract has also given me good results, but by no means more 
distinct. I find that ovarian extract is of great value in the minor 
degrees of hyperthyroidism, especially the forms depending on hypo- 
function of the ovaries. It is a very valuable drug in lactation 
atrophy of the uterus. It has given me for years very good results 
in the flashes of the climacterium, especially when the administration 
is begun early. If begim shortly after operation, there are few 
cases of castration which suffer very much from the so-called flashes. 
In the few cases of genuine chlorosis which have come under my 
observation, and in the many cases of anemia it has served me very 
well. I learned many years ago to combine iron and arsenic with 
ovarian extract in almost every case where, in addition to the indica- 
tion for ovarin, the hemoglobin was reduced, and on the other hand, 
in cases of anemia where the iron was the primary indication I 
almost invariably added ovarian extract. So that to-day I have 
adopted for myself the rule "when you give iron, also give ovarin ; 
when you give ovarin, also give iron." I find that each accentuates 
the action of the other. In amenorrhea, relative or absolute, it has 
been my stand-by for years. The type in which least influence on 
the amenorrhea is obtained, is the precocious menopause of obesity, 
which I am now happy to see is beginning to be considered in many 
cases as a form of dystrophia adiposo-genitalis dependent on some 
disturbance in which the hypophysis plays an important part. 
Ovarian extract is a drug which must be used for a long time, 
which must be judiciously combined with other drugs. It produces 
no annoyances and the main contraindication consists of profuse 
bleeding. I have in many instances combined ovarian extract with 
thyroid, especially to promote metabolism and encourage oxidation. 
The annoying symptoms sometimes produced by thyroid extract are 
often surprisingly diminished by adding ovarian extract. For thera- 
peutic purposes I have learned to give small doses of thyroid ex- 
tract; half a grain, 3 times a day often producing splendid results. 
For diagnostic purposes I give larger doses, as much as 5 grains, 
3 times a day. 
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ATONY OF THE CECUM (TYPHLATONIA) 

By HEINRICH STERN 

Visiting Physician, St. Mark's Hospital and the Methodist Deaconess' Home ; 

Consulting Physician, Methodist-Episcopal (Sency) Hospital, Central 

Islip State Hospital, Port Chester Hospital and Glens Falls Hospital 

New York 

Atony of the cecum is perhaps as frequent a circumstance as the 
analogous affection of the sigmoidal segment of the colon. Cecal 
atony is the direct result of its motor insufficiency. The latter, in 
turn, may be due to a neurotic disposition (splanchnic or abdominal 
neurasthenia), a wasting disease, a displacement, or a structural 
change in the cecum itself or in its immediate surroundings. Mal- 
position and structural alteration are by far the most frequent 
etiological factors in the production of motor insufficiency and atony 
of the ceciun. 

A displacement of the cecum, and its concomitant insufficient mus- 
cular energy, may be congenital. That which is supposed to be a 
neurosis may in many instances be a congenital insufficiency of the 
motor energy of the cecum. Displacements of the organ usually 
ensue with a general enteroptosis and are, therefore, most common 
in women who have borne children. 

Typhloptosis is a not infrequent concomitant of prolapsed right 
kidney, and it appears that the latter may be a result of the loose 
attachment of the right colon which, at its hepatic flexure, is con- 
nected by a ligament to the inferior pole of the kidney. 

The structural changes (or abnormalities) occasionally found in 
connection with cecal atony are those which have been variously 
described as membranous pericolitis. The delicate, cobweb-like 
structures enveloping the proximal colonic segments are, however, 
not of an inflammatory nature and are quite unlike the ordinary 
pathological adhesions. When these vascularized veils extend over 
the lateral and hemal surfaces of the cecum and especially when they 
cover the caput caeci, a typhlatonia must be the inevitable result. 
Although the portions of the colon enveloped by these delicate mem- 
branes are freely movable under them, there is seemingly but little 
space for their expansion. While the thin, veilly structures convey 
the impression of marked pliability, they are rather unyielding and 
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tough in a certain proportion of instances. In one of my cases of 
cecal atony, properly diagnosed as being due to fixation and con- 
striction of the organ by veil-like structures, the cecum attained more 
than twice its former size immediately after incision of the mem- 
branes. 

Whenever pericolic veils prevent the normal expansion of the 
cecum resulting in the latter's atonicity, there is a proneness of the 
terminal ileimi to become permanently dilated. This fact is wdl 
illustrated in Fig. I. This radiograph was taken two weeks after 
the partial dissecting off of the veils enveloping the cecum, and the 
removal of the appendix. The terminal ileum is shown to be about 
double its normal size. This case is also interesting on account of 
the position and the shape of the stomach. (Figures II and III.) 

Structural alterations within the cecum may possibly also give rise 
to an atony of the organ. Conclusive evidence, however, that the 
ordinary pathological changes in the cecal mucosa are the cause and 
not the result of cecal stasis, has as yet not been forthcoming. 

Typhlatonia is a disease entity, though, of course, it may and 
does occur in association with other affections of the cecum, and 
with such of the appendix, ascending colon, ileum, right kidney, 
gall-bladder, partial and general enteroptosis, etc. To confound it, 
however, with so-called movable cecum, which per se is not a disease 
condition at all, means to mistake a terminal state for a possible 
etiological factor. There is no doubt that cecum mobile may occa- 
sion atony of the cecum, but the great majority of cases of typhla- 
tonia have arisen in the absence of a clinically movable cecum. 

This may be the place to say a few words about cecum mobile. 
For the reason that the cecum frequently exhibits marked mobility 
and possesses a mesentery iiT common with the ileum, it is an organ 
favoring the location of various pathological states, as volvulus, 
intussusception — the ileocecal and ileocolic varieties — and certain 
kinks, especially that of the terminal ileum (Lane's kink). 

Of late a number of affections of the cecum occurring singly or 
in various associations with each other have been described under 
the collective name of cecum mobile. This attempt has not only not 
simplified matters, which undoubtedly was the purport of the earlier 
writers on the subject, but has really brought about a good deal of 
confusion. 
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In the first instance, a symptom-complex was advanced for a 
normally symptomless condition, i.e. the movable cecum; secondly, 
this syndrome comprises the clinical pictures of various, though often 
more or less coordinate affections which may be the result of differ- 
ent causes ; thirdly, a possible causative factor of any or all these 
affections is being mistaken for the disease processes them- 
selves. 

The movable cecum as such is certainly not a pathological circum- 
stance. Cohnheim regards it even as an entirely physiological con- 
dition, and Sonnenburg maintains that, inasmuch as the contents of 
a movable cecum are more readily removed than those of an im- 
mobile organ, the former, generally speaking, is less objectionable 
to its bearer than the latter. He further points out that the cecum 
mobile produces clinical s3rmptoms only after it has become the seat 
of a catarrhal or inflammatory process, i.e. when a t)rphlocolitis 
has supervened. Fischler and others declare that it is not the 
mobility but the inflammatory state of the cecum which manifests 
itself clinically. 

However, the question of the cecum mobile and all it implies is 
no longer an academic one. While it is true that we have ruled out 
the movable cecum per se as an important clinical factor, and main- 
tain that the syndrome ascribed to it really represents the entirety 
of symptom-complexes of a number of cecal affections that may or 
may not have any connection with it, it is nevertheless true that a 
new era in the conception and management of many intestinal dis- 
orders has been inaugurated with the study of the movable cecum 
and its intraabdominal relations. 

The foregoing remarks were interposed to show the true status 
occupied by the cecum mobile in the production of cecal disease in 
general and atony of the organ in particular. We may take it for 
granted that typhlatonia is a much more frequent condition than 
clinically manifest movable cecum, and that the latter can only 
mediately be responsible for an eventually ensuing atony of the 
organ. 

Atony of the cecum may occur with or without dilatation of the 
organ. The far more frequent and better known type is the one 
associated with dilatation. Atony without dilatation, as for instance 
the varieties due to compression by the veil-like structures, usually 



Digitized by 



Google 



12 The Archives of Diagnosis 

offers some diagnostic difficulties, because it is principally the cecum 
that is enlarged which furnishes most of the physical signs. On the 
other hand, the fixation of the cecum by lateral adhesions alone does 
not interfere with its dilatation. Atony arising in an organ thus 
anchored is usually easy of recognition. 

The symptomatology of typhlatonia, though not always uniform, 
may be briefly summarized as follows: The condition prevails fre- 
quently in young individuals, but it is also common in both sexes 
between the twenty-fifth and forty-fifth year of life. It may also 
obtain at a more advanced age. Obstinate constipation continuing 
even during the attack-free intervals is the paramount characteristic 
of the affection. Paroxysms of severe griping pain lasting, as a 
rule, for some hours, supervene at irregular periods. In a certain 
proportion of the cases definite paroxysms of pain never occur ; the 
patient may experience a certain amount of discomfort, at some 
times more, at others less. There may be fulness at the site of the 
cecum and a dragging on the ascending colon, which may even be 
felt in the region of the hepatic flexure. Thus, the atonic cecum may 
readily be mistaken for a case of latent cholelithiasis. At other 
times the discomfort may be due to traction of the cecum on its 
mesentery or on lateral adhesions. Pains, especially those in the 
flank, may be due to constriction of veil-like structures partly or 
entirely enveloping the cecum. 

During an acute attack of colic there may be noted loss of appe- 
tite, often neusea and vomiting, and sometimes marked symptoms 
of collapse. Temperature elevation does not take place in the aver- 
age case. The pulse frequency is unchanged, and the leukoc3rte 
count is normal. Palpation evinces a localized resistance or even 
a circumscribed tumefaction in the cecal region. The resistant area 
or tumefaction is never firm, but rather soft and elastic, and feels 
to the touch like a moderately inflated toy balloon. In the absence 
of adhesions the palpating hands can passively displace the resistant 
area. A cecal balloon is not always readily distinguishable from an 
incomplete direct inguinal hernia. One of my cases, a man 62 years 
old, presented both a cecal air-cushion tumor and the tumefaction 
caused by an incomplete direct inguinal hernia. Examination by 
the rectum does not reveal the cecal ballooning. Percussion con- 
firms the palpatorial findings by determining a circumscribed area of 
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Stern: Atony of the Cecum 13 

tympany which corresponds more or less closely to the area of 
resistance offered by the distended and atonic cecum. 

In the recognition of cases of cecal atony without distension of the 
organ, the assistance rendered by palpation and percussion is com- 
paratively small. The affection may be diagnosed when the patient 
never had an acute attack of appendicitis, when there exists no tem- 
perature elevation, when there is obstinate constipation and when 
the pain is situated in the right side, especially in proximity to the 
iliac crest. The location of the pain is also often the seat of pressure 
sensitiveness. It is self-evident that disease of the right kidney, 
ureter and uterine adnexa be excluded when making a diagnosis of 
cecal atony without distension. 

Ileocecal gurgling is probably the most characteristic symptom of 
the dilated atonic cecum ; in a number of the cases cecal splashing 
sounds may be elicited. The palpatorial findings and acoustic phe- 
nomena are not constant during the pain-free intervals. Still, super- 
ficial resistance and cecal tympany of some degree may be educed 
in most, and gurgling sounds in many cases of the quiescent stage 
of typhlatonia. 

Constipation may irregularly alternate with diarrhea during the 
attacks as well as in the intervening periods. Myxorrhea may oc- 
casionally supervene. Indicanuria is of frequent occurrence in 
t)rphlatonia, albuminuria is not rare during an attack, and moderate 
hematuria has ensued in some of my cases in which there was also 
prolapse of the right kidney. Acetonuria was found by me in two 
non-diabetic patients with atony of the cecum, which latter was con- 
stricted by veil-like membranes in both instances. 

Of special value in the recognition of typhlatonia, particularly 
when associated with t)rphlectasia, is the radiographic examination 
and the employment of Stem's procedure, viz., displacement toward 
the midabdomen of the cecum, i.e. cecal tympany and gurgling, when 
the patient occupies the left lateral posture. (For details see 
Archives of Diagnosis, October, 1912.) In case, however, the 
cecum is laterally fixed by adhesions, or when it is retained by em- 
bryonic membranes, it cannot, of course, perform any excursion 
toward the midabdomen. In the fixed cecum, on the other hand, 
gurgling sounds may often be evoked after the patient has been 
placed a few times from one side to the other. 
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Cecal atony cannot well be misinterpreted as acute appendicitis, but 
it is habitually being mistaken for chronic appendicitis. The differ- 
entiation between cecal atony and chronic appendicitis, especially 
when the two conditions are found associated (an occurrence less 
frequent than one might suppose), may be difficult or even im- 
possible. In the general run of the cases, however, the displaceable 
cecal tympany and gurgling will clinch the diagnosis of typhlatonia. 
To illustrate the diagnosis of cecal atony associated with dilata- 
tion the following cases may be cited. 

Eugenia de P. L., 31 years old, mother of one child, native of 
Colombia, S. A. The patient has complained for the past five years. 
She has been treated for gall-stones, gastric ulcer and uterine dis- 
ease ; for the latter a wholly unnecessary operation was performed. 
Temperature elevation was never noticed. The symptoms consist of 
a constant distress and distension in the umbilical region, constipa- 
tion, frequent colicky seizures, and eructation. The distress about 
the umbilicus usually begins about five hours after the ingestion of 
food, but is most severe in the morning soon after she arises. 

The physical examination shows no evidence of either a systemic 
nor a gastric or biliary disease. The colonoscope does not reveal any 
abnormal condition in the sigmoid flexure and rectum. There is a 
distinct pressure sensitiveness about the umbilicus, which is some- 
what more pronounced toward the right of it. Percussion, palpa- 
tion and auscultation demonstrate an enlarged cecum which is con- 
firmed by Stem's procedure and radiography. (Figure IV.) 

In the absence of any indication demanding surgical interference 
the patient was treated by dietetic and physical methods only. The 
condition soon became quiescent; she may now be considered to be 
entirely cured. 

Theresa H., 53 years old, mother of four children, native of 
Hungary. Patient complains of pain in the right lower quadrant 
and the liunbar region, constipation alternating with periodical at- 
tacks of diarrhea lasting for from one to two weeks, and exhaustion 
in the wake of these seizures. Fever was never noticed. 

The patient is somewhat emaciated. There is no evidence what- 
ever of disease of the stomach or gall-ducts. The large intestine, 
as determined by physical examination and confirmed by radiog- 
raphy (Figure V), is decidedly ptotic and relaxed; the cecum is 
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Stern: Atony of the Cecum 15 

much dilated and contains liquid. Apparently it can be emptied by 
slight manipulation. Stem's procedure can be executed, but on 
occup>Hing the left lateral posture the cecal tympany becomes con- 
tiguous to that of a portion of the much relaxed and contorted sig- 
moid. The gurgling sounds, however, obtaining in the cecum only, 
serve to distinguish the two colonic segments as they come in contact 
with each other. 

In this case cecal atony being but one of the manifestations of a 
general enteroptosis, the treatment recommended was of. necessity 
an exclusive dietetic-physical one. 

Martin G., 24 years old, native of United States. Complains for 
15 years of meteorism and borborygmus, intermittent distress in 
right lower quadrant invariably relieved by flexing the legs and 
drawing them toward the abdomen, and occasional colicky attacks 
terminating in diarrhea. Elevation of temperature has never been 
noted and constipation is a rare exception. 

The examination evinces no gastric or hepatic disease. The cecum 
is doughy, feeling like an air cushion ; it can readily be lined out by 
percussion. Pressure upon it really relieves the dragging, which is 
the predominating sensation of discomfort. There is a distinct 
gurgling within the cecum. On occupying the left lateral posture 
the gurgling sounds make an excursion to the left, the area traversed 
being not less than 3 cm. Resuming the dorsal prone position the 
gurgling sounds are again near the right flank and are no longer 
heard in the mid-abdomen. Inflation of air through the colon tube 
does not aggravate the dragging sensation nor does it increase the 
size of the cecum. The findings derived from the physical examina- 
tion pointed to a much dilated cecum and ascending colon. These 
findings were corroborated by the radiographic examination. 
(Figure VI). 
A dietetic-physical treatment was advised. 
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DIFFERENTIAL DIAGNOSIS OF DISEASES OF THE 
GENITOURINARY TRACT 

By LOUIS HEITZMANN 
New York 

Modem methods for the differential diagnosis of affections of the 
genitourinary tract are numerous; Rontgen rays, cystoscopy, and 
different methods for determining the functional activity of the 
kidneys are in constant use. It would seem therefore that by careful 
use of these methods mistakes in diagnosis should not be made. 
Unfortunately, the interpretations of the findings by skilled men 
frequently vary greatly. Well-prepared Rontgen plates frequently 
admit different interpretations, the picture obtained by the cysto- 
scope is often enough not clear, and the results after the use of 
various methods for determining the functional activity of the kid- 
neys, such as the cryoscope, the phenolsulphonephthalein test, the 
methylene blue, phloridzin, toxicity tests and others, are often 
enough not satisfactory. 

Every one knows that in not a few cases of suspected calculus 
in the kidney, pelvis of kidney or ureter the X-ray plate either does 
not show the presence of a calculus when one is present, or does 
show a shadow, which upon operation turns out to be no calculus 
at all. The same holds true in cases of suspected tumor. Again, 
mistakes are constantly made in the interpretation of pictures as 
shown by the cystoscope, and such cases occur in daily practice. 
Even the most experienced observer can misconstrue the picture 
he sees with the cystoscope, and diagnose the presence of a neoplasm 
in the bladder, when only a chronic cystitis exists. This is chiefly 
due to the fact that in a chronic inflammation the bladder wall is 
considerably thickened and the mucous membrane frequently con- 
tains irregular villous or papillary protuberances, resembling a 
tumor. On the other hand, a flat infiltrating tumor may entirely 
escape detection by the cystoscope. Mistakes between blood clots 
and tumors can also be made easily, and many such cases are re- 
corded in the literature. 

As to the various methods for determining the functional efficiency 
of the kidneys, there is no unanimity of opinion among authors. 
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This was ag^in shown at the last meeting of the American Urological 
Association, in a discussion following a number of papers on the 
use of phenolsulphonephthalein, which had previously been recom- 
mended as superior to other tests for determining the functional 
capacity of the kidneys. Even the most ardent advocates of the 
functional methods admit their limitations. They admit that the 
function of the kidney as determined by any of these methods is 
nothing more than the function at the time the test is made ; it neither 
tells the nature of the disease, nor are the results of two tests taken 
at different times the same. Not one of the functional tests known 
at the present time is reliable. 

It is really surprising that so much time is devoted to all these 
diflFerent tests, while comparatively little value is placed upon a 
microscopical examination of the urine, and it is quite unfortunate 
that the regular microscopical examinations, as they are usually car- 
ried out, are responsible for this state of affairs. It is true that no 
reliance can be given to the average urine examination, which con- 
fines itself more or less to a statement of the presence or absence of 
tube casts, and even in this point is by no means always reliable. As 
long as a urinary sediment is rapidly examined with a low magni- 
fying power only, so long it will remain of little practical value. 
Just as soon as higher magnifying powers, between 400 and 500 
diameters, are generally used in urine work, and attention is paid to 
all the features present, and not alone to casts, it will be found that 
microscopical urinalysis cannot only clear up many doubtful cases, 
but will often enough help to make a correct diagnosis where all 
other methods have failed. 

In order that this may be done, it is of course essential that many 
of the old ideas in regard to the examination of urine must be dis- 
carded. As long as the idea prevails that no positive diagnosis, 
except possibly that of a few kidney lesions, can be made from such 
examinations, so long this method will fail. 

One of the oldest and most stanchly adhered to fallacies is the 
teaching that it is impossible to positively differentiate any epithelia 
present in urine. This erroneous statement, made in the majority 
of text-books, must first of all be done away with, but in doing so 
we must not fall into the opposite error of claiming that every single 
epithelium seen in a urine sediment can be differentiated. The latter 
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statement would be no more correct than the former, but it is an 
undoubted fact that the greater numbers of epithelia can decidedly 
be differentiated and properly located. It is through such differen- 
tiation alone that pathological lesions in the genitourinary tract can 
be properly located from an examination of the urine. It is con- 
stantly claimed that the epithelia present in urine are of no use 
whatever for the location of a pathological lesion, since scrapings 
from the different organs do not show that the epithelia are essen- 
tially different from each other. This is perfectly true, and it would 
be folly to refute such a statement, since scrapings are bound to 
change the character of these delicate formations to a greater or less 
degree ; no knowledge of any kind can be obtained by such a proce- 
dure. An entirely different opinion will be formed when the epithelia 
are studied in the organ itself, especially when sections are mounted 
in chemically pure glycerine, instead of Canada balsam, where a 
shrinkage is bound to occur. Under these conditions it will be 
found that the epithelia lining the different urinary organs are de- 
cidedly different, those lining the uriniferous tubules of the kidney 
being distinctly smaller than those lining any other organ of the 
genitourinary tract. Epithelia lining the ureter are somewhat larger 
than those from the uriniferous tubules, while those from the pelvis 
of the kidney and the bladder are still larger. 

If we examine urines taken directly from the ureters by means 
of the ureteral catheter, where the admixture of epithelia from the 
lower tract can be excluded, and in which we can clinically diagnose 
the presence of a nephritis, or pyelitis, or ureteritis, and compare 
these with the epithelia as seen in the organs in situ, correct opinions 
can soon be formed as to the location of these formations. The 
epithelia found in the urine in cases of pure cystitis are entirely 
different from those seen in ureteral catheter specimens. 

It is only natural that all epithelia will appear more or less changed 
in urine and are different from those seen in the organs themselves. 
This is due to the imbibition of the watery constituent, which causes 
many epithelia to become more or less oval or spherical; they not 
infrequently become perfect spheres. This is more pronotmced in 
low specific gravity urines than in those having a high specific 
gravity. The changes are, however, soon recognized, and many cells 
can easily be located from the size of the sphere. 
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Not only is it possible and easy to locate epithelia from the urinary 
tract, i. e. the kidney, pelvis of kidney, ureter, and bladder, but also 
those derived from the sexual tract, both male and female. Just as 
the appearance of the epithelia from the upper urinary tract can be 
studied from an examination of the cells in a ureteral catheter speci- 
men, that of the epithelia from the male sexual tract can be studied 
in secretions obtained in cases of prostatitis and spermatocystitis by 
massage of the prostate gland and stripping of the seminal vesicles. 
The so-called expression urine from cases in which a pathological 
lesion of the prostate gland or seminal vesicles exists, contains 
cells from these organs as well as not infrequently from the 
ejaculatory ducts and even the urethra, so that they can be readily 
studied. 

To arrive at any conclusions which are to be of practical value, 
we must know the histological structure of the organs of the genito- 
urinary tract, as well as the pathological changes occurring in the 
various affections seen in this tract. It will then be an easy matter 
to understand the features found in a urinary sediment, and to form 
a positive opinion not only of the location, but also the character 
and even the extent of the lesion. It is, of course, plain that while 
a microscopical examination, carefully carried out, is all important 
for a diagnosis, chemical tests of every urine are necessary in con- 
junction with the microscopy. In kidney lesions, in which the 
functional efficiency of one kidney is important, chemical and micro- 
scopical examination of the separate urines, obtained by the ureteral 
catheter, frequently enough allows us to form a better opinion of the 
renal function than any known functional test so far devised. 

In every pathological lesion of the urinary organs, be it a simple 
inflammation, a suppuration, an ulceration, a hemorrhage, a tumor 
or even a mere congestion, pathological products of the lesion are 
bound to show in the urine. These will be in the form of pus cor- 
puscles or leukocytes, red blood corpuscles and desquamated epithelia 
from the organ in which the pathological process is located. In in- 
flammations of the kidney tube casts may or may not be present, but 
these are by no means essential for the diagnosis of a kidney lesion. 
In a number of even severe aflFections of the kidney, as for instance 
drrhosis or suppurative nephritis, tnie tube casts need not at any 
time be present in the urine. In such cases a correct diagnosis is 
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often enough not made with the regular methods of examination 
used at the present day, and many a case shows the presence of a 
severe, sometimes even destructive process in the kidney at the 
autopsy table, in which a correct diagnosis has not been made during 
life, simply because tube casts were never found in the urine. Cases 
of cirrhosis or sclerosis of the kidney need never show true casts in 
the urine ; in many of these cases even the amount of albumin may 
at all times be not more than a mere trace, or may be so minute as 
to be entirely overlooked with the generally used albumin tests. It 
is here, especially, that the knowledge of the pathological changes 
occurring in the organ, together with our ability of diagnosing the 
epithelia seen in the urine, is of the utmost importance in arriving 
at a correct conclusion. 

Attention should here be called to another common error con- 
stantly made in the examination of urine, especially by the general 
practitioner. This is the tendency of diagnosing the presence of a 
nephritis as soon as a trace of albumin is discovered in the urine, 
without a microscopical examination of any kind. The fact that 
albumin may be present whenever there is an inflammation anywhere 
in the genitourinary tract, be it the kidney, the pelvis of the kidney, 
the ureter, the bladder, vagina, prostate gland or even urethra is 
entirely overlooked. Enormous harm can be done the patient by 
such a hasty conclusion. Life insurance examiners also overlook 
this fact entirely, and are liable to refuse a candidate merely because 
he happens to have a trace of albumin in his urine at two or three 
different examinations. In not a few of these the kidneys are per- 
fectly normal, the albumin being due to some harmless inflammatory 
condition in the lower urinary or the sexual tract ; such cases would 
be classed as good risks if a correct diagnosis were made. On the 
other hand many a poor risk is accepted, because a rapid examination 
for albumin failed to reveal its presence, when a more careful study 
of the urine would have indicated the presence of a nephritis, some- 
times rather advanced. Such errors are constantly made, and might 
be avoided by a more thorough examination of the urine. 

Of all the epithelia which may be found in the urine, the most 
important are naturally those from the uriniferous tubules of the 
kidney, and these are the most frequently overlooked when casts 
are not present. The uriniferous tubules are lined by a simple layer 
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of epithelia, which vary in the different portions of the tubules, being 
partly flat, partly cuboidal and partly columnar. These epithelia 
are always small, the flat and cuboidal being very similar in urine, 
and are usually seen as small, round or oval formations. Although 
they can easily be differentiated from leukocytes or pus corpuscles, 
they are usually confounded with the latter. Pus corpuscles or 
leukocytes are always the smallest granular cells, which vary some- 
what in size, but never to a great degree in a given case. To dif- 
ferentiate the kidney epithelia from them, a magnifying power of 
between 400 and 500 diameters must be used, as lower powers are 
not sufficient for their differentiation. With such magnifications the 
kidney epithelia are about one-third larger in diameter than the pus 
corpuscles, and are distinctly nucleated ; they are quite characteristic 
and different from the pus cells. They may be found lying upon 
tube casts when the latter are present, but desquamate in every 
pathological lesion of the kidney, whether casts arfc present or not. 
They will therefore always be present in the urine in varying num- 
bers, in all cases in which there is a diseased condition of the kidney, 
no matter how slight or how severe. The epithelial cells just de- 
scribed come from the convoluted and narrow tubules ; the epithelia 
from the straight collecting tubules are small cylindrical and also 
nucleated formations. 

In every pathological condition, no matter in which organ of the 
urogenital tract it is situated, a desquamation of the epithelia lining 
the organ occurs. The distinctive cells of these organs will there- 
fore also be seen in the urine. All the other epithelia are larger than 
those from the kidneys, and easily recognized as epithelia. Those 
from the ureters are about twice the diameter of the pus corpuscles, 
while those from the pelvis of the kidney are distinctly larger than 
the latter, with a tendency to assume more irregular shapes. The 
epithelia desquamating from the bladder are the largest of any de- 
rived from the urinary tract ; they vary considerably in appearance, 
those from the outer layers being squamous, those from the middle 
layers cuboidal, and those from the deepest layer columnar. Besides 
the cells from the urinary tract so far enumerated, epithelia from 
the prostate gland and its ducts, from the urethra, the seminal ves- 
icles, and the ejaculatory ducts in the male, epithelia from the vagina, 
the cervix uteri, the mucosa of the uterus, and the Bartholinian 
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glands in the female, may all be found in the urine and in the ma- 
jority of cases be property located. 

While epithelia are of the utmost importance for urinary diagnosis, 
many other features must be taken into consideration, and are help- 
ful toward a proper understanding of the case. Whenever an in- 
flammation is present anywhere in the genitourinary tract, red blood 
corpuscles, pus corpuscles or leukocytes and desquamated epithelia 
from the organ in which the inflammation is situated will surely be 
found, but the numbers of these elements vary in diflFerent cases. 
As a rule, the severer the inflammation the more abundant are the 
pus corpuscles, though not necessarily the epithelia. The numbers 
of red blood cells also vary to a considerable degree ; and in hemor- 
rhages or in hemorrhagic inflammations they are numerous. Their 
number, however, also varies in acute and chronic inflammations: 
in the former they are always moderate in numbers, while in the 
latter they are scanty, and may even not be seen at all. 

When an inflammation has become chronic, fat globules form in 
the pus corpuscles and the epithelia; these are simply degenerative 
products of the cellular protoplasm, and in the nature of a true de- 
generation. They can be studied from their first formation in subacute 
inflammatory processes, and first appear as scanty, small, refractive 
granules and globules in different parts of the cellular protoplasm. 
Gradually, as the process l>ecomes more chronic, they become more 
and more numerous, until they finally fill up the entire cell. The 
nucleus at first remains unchanged, but later on similar granules and 
globules appear in it also, and in the end the nucleus may be com- 
pletely destroyed. The cell, pus corpuscle or epithelium now appears 
simply as a refractive mass, filled with glistening granules and glob- 
ules, in which the original structure has completely disappeared. 
Finally the cell is disintegrated, breaks down, and allows the fat 
particles to become free ; the latter are now found as free masses, of 
varying sizes, composed of glistening granules and globules, and 
may be called free groups of fat globules. These indicate pronounced 
chronicity. 

True tube casts, universally recognized as being diagnostic for a 
nephritis, are by no means present in the urine in every case of 
nephritis, as previously stated. Their appearance is usually indica- 
tive of the presence of a parenchymatous or diffuse inflammation of 
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the kidneys ; in an interstitial inflammation they are either entirely 
absent or present in very small numbers only, and this also holds 
good for a renal congestion. The varieties of casts found help us 
toward determining whether an inflammation is acute, subacute, or 
chronic, a fact usually entirely ignored. Of the six varieties of 
tube casts, that is the hyaline, epithelial, blood, granular, fatty and 
waxy, the first three only are as a rule seen in a strictly acute con- 
dition. In the first few weeks of the inflammation, granular casts 
rarely appear, fatty and waxy casts never except in some acute fatal 
cases of poisoning, as with phosphorus. As soon as the absolutely 
acute attack commences to subside and the inflammation assumes a 
more subacute form, granular casts, first in small, then in larger 
numbers, are always seen, while the hyaline and epithelial casts are 
still abundant. Fatty and waxy casts are secondary products, and 
are not found until a nephritis has lasted for some time, although 
mixed epithelial and granular cases, commencing to become fatty, 
may be found five or six weeks after the beginning of the inflam- 
mation. 

All tube casts may form in three distinct sizes, according to the 
portion of the uriniferous tubules from which they originate. The 
narrowest casts are derived from the narrow tubules, the next in 
size from the convoluted tubules, the largest from the straight col- 
lecting tubules. Considerable prognostic value attaches to the size 
of the casts: The mildest degrees of the disease are usually indi- 
cated by the presence of casts from the narrow tubules, and a small 
nimiber of casts from the convoluted tubules. Casts from the con- 
voluted tubules justify the diagnosis of an inflammation in the 
cortical substance; when all three sizes of casts are present, the 
largest derived from the straight collecting tubules, the conclusion 
that the inflammation pervades the entire organ is justified. 

Not only can inflammations and hemorrhages be diagnosticated 
from the features seen in urine, we can also arrive at correct con- 
clusions as to the presence of suppurations and ulcerations. When- 
ever a destruction of tissue is present in the urogenital tract, be- 
sides the features so far spoken of, connective tissue shreds will be 
seen. These are found in the form of moderately refractive, irregu- 
lar, wavy shreds of varying sizes, entirely different in appearance 
from the mucus-threads which are present in every urine. The 
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larger these shreds, the more deeply seated and the more extensive 
is the destructive process. Small shreds may also be present in 
intense inflammatory processes, such as cirrhosis of the kidney, 
where new connective tissue has formed as a result of prolifera- 
tion. 

The presence of a tumor in one of the genitourinary organs, or at 
times even one pressing upon such an organ, can be diagnosed in 
many cases. Whenever a pressure of any kind occurs, there is apt 
to be a more or less pronounced proliferation, and this will cause a 
new formation of cells within epithelia, the so-called endogenous new- 
formation. This is nothing else than the production of new cells by 
karyokinesis or mitosis, showing itself first in a splitting of the 
nucleus, then in a gradual new-formation. As many as six or eight 
cells, resembling in their appearance pus corpuscles, may form in 
an epithelium, before the latter finally breaks down. A small amount 
of proliferation is liable to occur in any inflammation, but this 
process is seen pronouncedly in urine only when there is pressure in 
or upon an organ. In this manner we can frequently also diagnose 
the presence of a hypertrophy of the prostate gland, when all other 
features pointing to a chronic prostatitis with or without a cystitis 
are seen. Concretions or calculi can likewise not infrequently be 
diagnosed, even where the X-ray does not give positive results; 
this is especially the case with uric acid and calcium oxalate calculi, 
in which peculiar forms of crystals, pointing to the presence of a 
stone, are then seen. 

From all this it can be seen that the possibilities of a diagnosis 
from a chemical and especially a microscopical examination are 
numerous, and that a more thorough study of the urine would lead 
to fewer mistakes in diagnosis than are made at the present day. 
As soon as more attention is paid to thorough urinalyses, as soon 
as we realize that certain features can only be present in certain 
pathological processes, and as soon as we disabuse our minds of the 
incorrect idea that no epithelia can be positively diagnosed in the 
urine, and realize that a thorough urinary examination amounts to 
very much more than a mere search for tube casts, just so soon will 
we be able to aid our patients and ourselves by a urine examination 
to a degree considered impossible by the majority of physicians at 
the present day. • 



Digitized by 



Google 



Cumston: Aneurysm of the Thoracic Aorta 25 

THE SYMPTOMATOLOGY, DIAGNOSIS AND TREAT- 
MENT OF ANEURYSM OF THE THORACIC AORTA 

By CHARLES GREENE CUMSTON 
Boston, Mass. 

Our knowledge of the symptomatology and diagnosis of aneurysm 
in general, and that of the aorta in particular, has of late years been 
considerably increased. The finer details introduced into methods 
of examination, especially the use of the Rontgen rays, at present 
enable one to recognize cases of aneurysm which formerly could 
not be diagnosticated. Among other things, we have learned that 
aortic aneurysm is not so uncommon as was in the past believed, 
and although in the large majority of cases treatment is of little 
avail, still a definite diagnosis will not infrequently explain obscure 
symptoms so that a more exact prognosis results. 

Among the first to report the diagnosis of aneurysm by the 
X-ray was Williams, of Boston, who by this means discovered a 
small aneurysm of the descending aorta, verified by autopsy. The 
patient was a male, aet. 45 years, who complained of increased force 
of pulsation in the right side of the neck. Attention was also 
called to a more distinct pulsation behind the sternum, more marked 
on the right. By X-ray a positive diagnosis of an aneurysm of the 
descending arch of the aorta was made. The patient died suddenly 
and autopsy revealed an aneurysmal dilatation of the arteria 
anon)rma and an aneurysm of the descending branch of the aorta 
exactly as located by the X-ray. In a later article Williams reports 
ten cases in which a correct diagnosis by means of the X-ray had 
been made. In one case, only an obstruction to the respiration, 
with complete absence of pulsation, was present, but an aneurysm 
was discovered by the X-ray. In another instance, in spite of the 
most careful physical examination, there had been no suspicion of 
the presence of an aneurysm, but the X-ray revealed one of the 
arcus aortae. 

From these cases it is clear that the Rontgen rays should be 
resorted to in all obscure conditions of the thoracic cavity, particu- 
larly so if there is any question involving surgical interference. 
Walsham has pointed out that this diagnostic means has not been 
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employed sufficiently in affections of the thoracic cavity and he is 
of the opinion that by this means alone can an early diagnosis of 
aneurysm be made. To get a proper picture of an aneurysm of the 
descending aorta, Walsham believes that it is best taken from the 
back. 

An aortic aneurysm as seen by the Rontgen rays is a shadow 
lying above or upon the heart, which will be observed to expand 
and contract, following the cardiac action. Unilateral pulsations 
can also be seen in instances of tumor when situated over the aorta, 
and may thus be the source of possible error, and Kirchgaesser has 
reported a case in point. On the fluorescent screen directly above 
a somewhat enlarged heart shadow was to be seen a larger and 
very dark shadow which underwent distinct pulsation throughout. 
The condition was so very evident that the diagnosis of aortic 
aneurysm was unhesitatingly made, but the autopsy showed an ex- 
tensive, tough and flat adhesion between the aorta and esophagus, 
the result of a carcinoma of the cardiac end of the stomach. The 
esophagus was greatly dilated at its middle around the adhesion, so 
that the shadow visible on the screen was the esophagus filled with 
fluid ingesta, and the marked pulsation was apparently produced by 
the adhesion of the tube to the aorta. 

Examination of the larynx is another very important diagnostic 
measure in aortic aneurysm, and it may be said that paralysis of 
the left recurrens is almost always the earliest sign and may remain 
so for a considerable lapse of time. Sendziack {Archiv fur Laryn- 
gologie, Bd. 8, Heft i, 1898) collected from the literature 74 cases 
of aortic aneurysm in which partial or complete paralysis of the 
recurrens was noted. To these he adds 7 of his own. In 54 cases, 
that is to say over 66.6 per cent., there was paralysis of the left 
vocal cord, but he also found iii instances in which the recurrens 
was involved on the right side. In 3 of Sendziack's own cases 
the right side was involved, 4 times it was the left. 

Although in a perfectly clear case of aortic aneurysm, in which 
there is general debility, pulsation and a so-called aneurysmal mur- 
mur of the manubrium stemi on a level with the first rib, this 
S)rmptom may in reality be of insignificant importance for the 
diagnosis, but it is of great diagnostic value in the absence of other 
symptoms. Then too, as it is now an acquired fact that paralysis of 
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the recurrens, particularly on the left side, may be the only and 
primary s)miptom of a thoracic aneurysm and also from the fact 
that the initial phases of this laryngeal affection progress without 
any disturbances on the other side, one should make a laryngoscopic 
examination of every patient without considering whether or not 
there are subjective laryngeal symptoms, and if this is done I feel 
sure that the correct diagnosis of aortic aneurysm will be made in 
many cases where it is the least expected. 

Then again, the examination of the larynx not only has a diag- 
nostic value in aortic aneurysms, but it possesses a very important 
prognostic value as well. If, during the progress of the affection, 
the laryngeal paralysis caused by it, as well as the subjective symp- 
toms, such as hoarseness, etc., likewise the objective (phonetic or 
cadaveric position of the affected vocal cord) undergo an ameliora- 
tion, the voice becoming clearer and motion of the affected vocal 
cord freer, one can undoubtedly assume that the pressure on the 
recurrens has diminished and that, therefore, the aneurysm has 
itself contracted. Where this occurs, a more favorable prognosis 
can be given. 

The injury which the nerve sustains from the aneurysm can be 
explained by its anatomical situation and depends upon the size of 
the sac and extent of the pressure exerted. Paralyses of the re- 
currens in aortic aneurysm are in origin not always alike. There 
are instances which must be considered as simple pressure paralyses, 
and as such offer a possibility of recovery. But there are paralyses 
dependent upon a disturbance of the nerve where recovery can never 
be hoped for, namely, when due to atheromatosis. In atheroma of 
the aorta cases have been recorded in which the inflammatory 
process extends from the aorta directly to the surrounding struc- 
tures. Of II such cases the left recurrens was involved in 6, the 
right in 5. 

Some writers do not consider the aneurysm as the cause of the 
paralysis, believing that the existing aortic atheroma is alone the 
etiological factor, because (i) paralysis of the right recurrens occurs 
in aneurysm of the aortic arch and (2) in aneurysm of the descend- 
ing aorta paralysis of the nerve cannot be accounted for by pressure. 

Those cases where improvement takes place are naturally very 
rare. I have in mind a patient, a male of some 43 years of age. 
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who consulted me for hoarseness and mild dyspnea. He had had 
syphilis at the age of 27 years and had followed a long and careful 
treatment. The report of the laryngologist to whom I sent him 
was that there was paralysis of the left vocal cord, but no evi- 
dence of syphilis of the larynx, and a diagnosis of aneurysm of the 
pulmonary aorta with pressure on the trachea and left recurrens 
was made. After several months* treatment with massive doses of 
KI and rest cure the laryngeal symptoms greatly improved. The 
voice became quite clear and the dyspnea was much less. He lived 
for several years in comparative comfort, from time to time taking 
the KI and resting up. 

Another case of some interest is the following: Male, aet. 41 
years, had always enjoyed good health excepting for two gonor- 
rheas in early manhood and syphilis at the age of 24. This was 
apparently well treated over a period of three years, since which 
time he has observed no luetic symptom. Two years ago, he re- 
ceived a severe blow on the chest while exercising in a g3minasium, 
since which time he has complained of thoracic pain and increasing 
dyspnea. About six months ago he began to be hoarse, and this 
increased so that when seen for the first time it was very marked. 

The patient is a well-built man, ruddy complexion, hair quite 
gray. No enlargement of lymph nodes at any part of the body. 
Pulse fairly full and good tension, equal on both sides, 84 to the 
minute. Right lung showed weak respiration, expiration pro- 
longed. Left lung over apex gave bronchial breathing. Traube's 
space normal. Examination of sputum negative. Normal cardiac 
dulness. Over aorta first sound somewhat dull, second sound snap- 
ping, otherwise nothing abnormal. Report of laryngologist stated 
that there was complete paralysis of left vocal cord, probably due 
to pressure. 

X-ray examination revealed a tumor lying directly on the base 
of the heart, situated between the fifth and eighth dorsal vertebrae. 
The tumor did not pulsate. 

Under treatment with massive doses of KI and rest the patient 
improved, the cough cleared up and the dyspnea lessened. The 
patient lived for ten months and then suddenly expired. Permission 
to open the thorax was all that could be obtained. The heart was 
removed with the aorta as far as the diaphragm. The latter organ 
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was very adherent to the spine between the fifth and eighth vertebrae, 
so that a portion of it remained attached. Pleural cavities normaL 
Both lungs retracted, apex of right lung slightly adherent. Peri- 
cardium contains about 15 c.c. clear yellow serum. Heart large, 
left ventricle firmly contracted, right ventricle flabby. A few en- 
larged mediastinal l)miph nodes. 

The vertebrae upon which the aneurysm lay are eroded, the intra- 
vertebral ligaments projecting into the lumen of the aneurysm and 
are partially covered with fresh blood and adherent thrombi. The 
lower portion of the aneurysm includes the descending portion of 
the arch. The aneurysm is filled with thrombi on the point of 
disintegration and some fresh blood. The lower part of the thoracic 
aorta shows an apparently normal intima. The heart and valves are 
normal. The beginning of the aorta presented nothing abnormal. 
Anatomical diagnosis: Aneurysm of aortic arch, and descending 
branch. 

In this case there was hoarseness beginning several months before 
the patient came under observation, likewise dyspnea. Physical 
examination revealed nothing that would indicate an aneurysm and 
were it not for the X-ray, which revealed a tumor above the heart, 
undoubtedly a correct diagnosis would not have been made. 

As to the etiology of aneurysm in general, undoubtedly the con- 
sensus of opinion at present is that it is due to arteriosclerosis of 
syphilitic origin. Thus an artery which has lost the normal firm- 
ness and elasticity of its walls becomes stretched by even normal 
blood pressure. I am perfectly aware that some writers deny the 
arteriosclerotic theory, but in my opinion this is quite sufficient for 
the explanation of the process. Some uphold that the media must 
be destroyed, but there is pretty good evidence of a low grade 
inflammatory process starting from both internal layers of the vessel 
which results in a sclerotic process. Syphilitic poison is without 
doubt at the bottoqi of the trouble. 

Rokitansky believed that primarily the intima is involved and he 
says that stratification is the most frequent disease of the arteries 
and the usual primary etiological factor of spontaneous aneurysm. 
It consists, according to his way of thinking, in an endogenous 
separation of a proteid body from the blood, which stiffens the 
inner surface of the vessel and undergoes numerous metamorphoses. 
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While new layers form the following changes take place. A trans- 
formation of the older layers to partly connective tissue, partly 
elastic tissue or an atheromatous change. Calcification may then 
develop. The closer the stratification and with the progress of the 
so-called metamorphoses finally result in distinct changes in the 
media. A dirty brown color, dead tissue and decomposition of the 
elemental structures are evidences of degeneration. It loses its 
elasticity and resistance and cannot resist the intravascular blood 
pressure and therefore becomes dilated. 

On the other hand, Thoma considers disease of the media as 
primary while he takes an abnormal dilatability for granted. Ac- 
cording to his opinion, the arteriosclerosis occurs secondarily from 
metabolic disturbances. This secondary endarteritic thickening of 
the intima, which, according to Rokitansky, practically paves the 
way for the pathologic process, appears to Thoma a means of com- 
pensation, an attempt to produce a narrowing of the lumen of the 
vessel, which, on account of weakness of the media, is enlarged by 
the blood pressure, and thus makes an endeavor to produce a normal 
rapidity of the blood stream passing through. That the endarteritis 
does not attain its final purpose of complete compensation, and does 
not destroy the sac, results from the fact that it does not keep pace 
with the growth of the aneurysm, likewise with the expansion and 
thinning of the walls of the vessel which are progressing at the same 
time. 

Koster (Berliner klin, Wochenschr,, 1875 and 1876) considered 
that inflammatory foci arise in the walls of the vessel, which, with 
destruction of the elastic elements result in the development of 
cicatricial tissue which is too weak to withstand the blood pressure 
and consequently dilatation of the vessel occurs. These processes 
arise particularly in the media and are, therefore, considered by 
him as mesarteritis. He gives no cause for the inflammatory process, 
but refers to changes in the vasa vasorum. The mesarteritis he 
considers primary. While the media, from chronic inflammation, 
loses its elastic fibers and muscle cells, the intima and adventitia 
become blended into a single membrane. The aneurysm develops 
in these areas of thinning. 

On the other hand, Krafft {Dissertation, Bonn, 1877) considers 
the mesarteritis confined to the media and does not believe that the 
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process involves the intima. He concludes by saying that every 
aneurysmal enlargement simply depends upon an arteritis, the de- 
termining factor, however, being the extension of the inflammation 
to the muscularis from the adventitia by way of the vascular sys- 
tem, and the consequent crowding and disturbance in the continuity 
of the elastic and muscular elements within the media. 

Contrary to these theories of inflammation, von Recklinghausen 
gives a purely mechanical theory. Basing his remarks on the re- 
sults of his examinations, in which he always found a solution of 
continuity in the media, he assumed that in these ruptures of the 
muscle fibers, and particularly of the elastic elejnents, was to be 
found the primary etiological factor for the development of an 
aneurysm. He gives no cause for the production of these solutions 
of continuity, but he admits that molecular changes of the media 
may be present. 

Quite in opposition to this, Eppinger (Virchow's Archiv. Vol. 
CXI) believes that perfectly normal arteries can rupture from 
stretching or from trauma. Traumatic influences, such as a blow, 
stretching or crushing may result in a minute lesion in the wall of 
the artery which gives way to the blood pressure, resulting in an 
aneurysmal dilatation. This, the writer says, is more apt to occur 
when there is a preexisting pathological process in the walls. As 
to the relationship of trauma to aortic aneurysm Bohmig (Disser- 
tation, Munich, 1902) points out that it is difficult to prove the 
effect of a traumatism in the development of aneurysm of the aorta. 
This connection can only be assumed as a probability, for we have 
only the patient's statement to rely on. One frequently elicits the 
history of a blow on the chest followed by pain and a sensation as 
if something had ruptured inside the thorax, the pain continuing at 
intervals, probably in the developing aneurysm. Objectively nothingr 
can be found. In one case here reported there was a history of 
trauma, but the subject had had syphilis, and although the blow 
may have had something to do with the etiology I cannot help feel- 
ing that it was simply a coincidence. 

I would repeat that at present, lues is generally admitted to be 
the most prominent etiological factor, if not the only one, in the 
development of aneurysm. This has been pretty conclusively shown 
by recent statistics. Out of a total of 3165 autopsies, Rasch, of 
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Copenhagen, found 28 aortic aneurysms, 21 of which were in men, 
7 in women. In 16 cases, that is 57 per cent, syphilis was positively 
known to exist, 10 times from the patients' history and 6 times from 
other lesions present. In 7 cases, that is 25 per cent., syphilis could 
be taken for granted in all probability in cases of prostitutes and 
women whose children bore signs of inherited lues. Hamplen 
(Berlin. Klin. Wochenschr., 1899) reported 50 cases of aortic 
aneurysm, 41 being in the male and in the female subjects, 7 were 
married and 2 single. Of the 16 cases from the writer's private 
practice syphilis was known positively to exist in 7, in all prob- 
ability in 7 othcKS, which makes 82 per cent. Of the 33 aortic an- 
eurysms in hospital practice 13 times the history was lacking, but 
from the remaining cases Hamplen believed that syphilis was the 
cause in 32 per cent, and he comes to the conclusion that syphilis is 
always the cause of aortic aneurysm. Syphilis was the probable 
cause in 8 out of 10 cases recorded by Malmsten, while Etienne in 
a total of 240 cases of aneurysm found syphilis to be the cause in 
166 cases, that is 60 per cent. 

Aron {Berlin, Klin. Wochenschr., 1899) upholds that in every 
case of aortic aneurysm, when there is only the slightest suspicion 
of syphilis, antiluetic treatment is indicated, and I would go still 
farther and say that in every case of aortic aneurysm, whether or 
not a history of syphilis is obtained, an intensive antisyphilitic treat- 
ment should be resorted to at once. 

Returning now to the s)rmptomatology, it should be remarked that 
the subjective symptoms due directly to the lesion itself are most 
indefinite. Dyspnea and dull or severe pain from pressure on the 
spine or intercostal nerves are common but often these are absent 

The other symptoms of aortic aneurysm may be conveniently 
classified under two heads, the first including those due directly to 
the aneurysm, particularly its physical signs. Under the second 
head may be included the later symptoms which the aortic lesion 
produces in the circulatory apparatus and from pressure on the 
neighboring organs. By far the most important physical sign is 
the visible and palpable pulsation. This is evident in the jugulars 
and to the right or more frequently to the left of the sternum. When 
the aneurysm attains a certain size, the pulsating area protrudes like 
a tumor. If the hand be placed over it there is felt a systolic im- 
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pulse, particularly to the right of the sternum, but whose limits are 
not well defined. By the stethoscope, one frequently can hear a 
distinctly circumscribed systolic murmur, occasionally also a dias- 
tolic one. The systolic murmur requires no explanation, but the 
diastolic one is the expression of a correspondingly energetic re- 
traction of the arterial walls. Instead of a distinct murmur one 
may encounter a definite buzzing sound over quite an extensive area, 
and is nothing more than the expression of distinct vibrations of the 
sac which can be felt as well as heard. The vibrations are un- 
doubtedly due to the rush of blood into the sac and perhaps to the 
thrombi present within it. 

The negative findings can be explained when the sac lies directly 
over the spine, consequently in the descending aorta. The viljra- 
tions and pulsations cannot be heard nor detected by the hand. Then 
too, if the sac is filled with thrombi the objective signs are wanting, 
because the lumen, which is the main element in sound production, 
is greatly reduced. 

The percussion sound over a very large aneurysm is of necessity 
dull, more particularly marked over the upper right intercostal 
spaces and sternum, but it is to be remarked that dulness over the 
upper portion of the sternum alone is without diagnostic value for 
the simple reason that it is very variable under normal conditions. 
It is hardly necessary to say that only a medium or large sized 
aneurysm of the descending aorta or arch can be positively detected 
by percussion. 

The findings by auscultation are variable. Sometimes, probably 
when there is considerable clotting, nothing can be heard over the 
sac. In other cases one or both heart murmurs are detected, these 
being in all likelihood transmitted. Possibly a systolic murmur 
may come from the vibration of the walls of the sac, while a dull 
indistinct systolic murmur not infrequently arises from an eddying 
of the blood through the sac. Should a diastolic murmur be also 
heard it indicates that there is also an insufficiency of the semi- 
lunar valves of the aorta. 

Regarding the later s)rmptoms of aneurysm, their influence upon 
the heart is usually overestimated. Hypertrophy of the left ven- 
tricle as a result of the aortic lesion does not occur unless it is very 
large, otherwise it is due to other conditions quite independent of 
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the aneurysm. This may be explained as follows. Let us assume 
that an aneurysm occupies the entire periphery of the artery, filled 
only with blood, now then, the left ventricle, while propelling the 
blood stream would set in motion all the blood within the sac, that 
is to say it would have to overcome its resistance. Aside from the 
rarity of this type of aneurysm, likewise from the fact that the 
more rapid flow of blood occurs in the central portion, those portions 
of blood lying nearest the periphery are in more of a condition of 
repose, the sac is usually so filled with clots that a channel is open 
through which the blood can flow. For this relatively short distance 
an increased impulsive power of the left ventricle must occur, as 
the assistance of the involved portion of the aortic walls is wanting, 
but. this increased power is in reserve and the cardiac muscle has 
adapted itself to the extra demand put upon it, therefore hypertrophy 
does not result. 

The case is different when the cardiac structures are not healthy, 
when the coronary vessels are diseased or when there is nephritis, 
etc., or when there is obstruction to the flow of blood where there 
is an unfavorable position of the opening into the sac by displace- 
ment or compression. Under these circumstances the resistance to 
the onward flow of blood must develop. If this takes place gradu- 
ally, hypertrophy will result, but should any one of the above men- 
tioned conditions come on rapidly the result will be a paralysis of 
the cardiac muscle, dilatation and sooner or later the development 
of degenerative changes. 

Of greater diagnostic importance are certain changes in the vol- 
ume and regularity of the pulse in the peripheral arteries. If there 
is much elasticity of the walls of the sac the pulse will be weak, while 
if they are rigid from calcification or the lumen is filled with clots the 
pulse beats will be regular and of good volume. This is particularly 
true of the elongated spindle-shaped aneurysms. Then, too, an 
asymmetry of the sac may occur, this depending upon the tonus 
of the muscular structures in vessel walls and thus, for example, the 
radial pulse tends to be fuller on the right than on the left, prob- 
ably on account of the anatomical conditions. In aneurysms of the 
arch of the aorta it is probable that the pulse usually varies in each 
half of the body because the arteries coming from the aneurysm 
are contracted and displaced. 
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Among other symptoms of large aortic aneurysms is compression 
of the limg, which in some cases considerably increases the dys- 
pnea. This s)anptom is more aggravated when the pressure de- 
velops on the trachea. Of the two main bronchi the left one lying 
below the aortic arch is sometimes compromised, when symptoms 
of unilateral bronchial stenosis are present. . 

Very pronounced symptoms occasionally result from compression 
of the intercostal nerves or branches of the brachial plexus by the 
aneurysm. As a result of this pressure there is violent neuralgia 
in the respective nerve regions in the arm, sometimes even motor 
paresis. In some cases dysphagia has been noted from pressure on 
the esophagus. From all this it is evident that the diagnosis of 
aortic aneurysm is often an easy matter, while in other instances it 
may be most difficult. 

Although relatively rare, when it does exist stenosis of the trachea 
is an important diagnostic element. It is all the more important 
because latent, small aneur>sms of the arch of the aorta or its trunk 
are discovered only by tracheal compression. As far as certainty is 
concerned, perhaps stenosis of the esophagus is still more useful as 
a diagnostic sign. In aneurysm the stenosis of this tube is rarely 
permanent and its subjective symptoms alone justify the exclusion 
of aneurysm. 

I would here briefly refer to the so-called Oliver-Cardarelli S)rmp- 
tom in reference to aortic aneurysm. For some time the down- 
ward pulsation of the larynx when pushed upwards (Oliver) and 
the lateral pulsation of the organ when pushing it to the left (Car- 
darelli) were considered positive symptoms of aortic aneurysm. 
But of recent years cases have been recorded in which this phe- 
nomenon was distinctly present where there was no aneurysm and 
autopsy showed that there was a closing up of the left bronchus 
from neoplasm. Jessen (Munchener med. Wochenschr^ 1900) 
recorded 2 cases of interest, showing the difficulty in making a 
diflferential diagnosis between aortic aneurysm and mediastinal 
growth even with X-ray examination. The first case was that of a 
female aet. 35 years, who presented an aneurysm of the ascending 
aorta about the size of a walnut which was adherent to the trachea. 
Nevertheless, during life there was no pulsation when the larynx 
was drawn upwards nor when the organ was pushed to the left, 



Digitized by 



Google 



36 The Archives of Diagnosis 

which, on general principles, should point against aneurysm. The 
second case was that of a female, 45 years of age with a distinct 
Oliver-Cardarelli sign, from which, together with a shadow visible 
on the X-ray photograph just over the heart, led to the diagnosis 
of aortic aneurysm. Autopsy revealed a mediastinal round-cell 
sarcoma pressing on the trachea and esophagus. Hall (Am. Jour. 
Med. Sciences, Jan., 1900) found the Oliver-Cardarelli sign in per- 
fectly healthy individuals and in affections other than aneurysm. 

The duration of aortic aneurysm is unknown, as it is difficult to 
determine the exact time of the commencement of the lesion, unless 
it can be dated from some trauma received. Long ago Lebert made 
statistics based on the time of the first S)rmptoms observed until 
death took place. The table I append, as it is of some interest. 

3 months 4 cases 18-24 months 4 cases 

3-6 " 12 " 24-36 " 10 " 

12-15 " 17 " 36-48 " 8 " 

15-18 " ID " 4-10 years 9 " 

The longest duration of an aortic aneurysm that I am aware of is 
Whipham's case (British Med, Jour,, Nov. 2, 1901), who lived six- 
teen years and died from rupture of the sac. 

When once the diagnosis of aortic aneurysm has been made it 
may be said that the prognosis is most unfavorable, death usually 
resulting from rupture of the sac. Rupture into a hollow viscus 
will only take place when, as a result of some previous inflammatory 
trouble, the neighboring viscera are adherent to the aneurysmal 
sac. Kelnyack (Lancet, July 24, 1897) gives the following table 
relative to the site of the rupture. 

Ruptured into No. of Cases Percentage 

Pericardium 13. . . * 40.62% 

Left pleura 7 21.37% 

Esophagus 3 9.37% 

Externally 3 9-37% 

Trachea 2 6.25% 

Left lung 1 3.12% 

Right pleura i 3.12% 

Right bronchus i 3.12% 

Superior vena cava i 3.12% 
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In the treatment of aortic aneurysm within the thorax KI in 
massive doses stands first of all. From 4 to 6 grams should be 
given daily. At the same time absolute rest in bed is imperative 
until the s)anptoms abate. The beneficial effects of the potassiimi 
salt is usually made first apparent by a decrease in the painful 
phenomena. Mercury may be combined with the KI, but improve- 
ment is quite as rapid when it is not given. The fact that KI im- 
proves matters is proof that aneurysm rests on a syphilitic basis. 

The various mechanical treatments which have been applied for 
the cure of aortic aneurysm are too numerous to review, but a few 
words can be said of the treatment by silver wire and electrolysis. 
The use of wire and electrolysis was first devised by Moore as far 
back as 1864, while the method was perfected by Stewart (Phila. 
Med. Jour., 1898) and by Hall (Am. Jour. Med. Sciences, 1901). 
The presence of the fine silver wire, some twenty yards of which 
are pushed into the sac, causes fibrine to become deposited and re- 
moval of the coagulum prevented. To a certain extent this treat- 
ment has been successful, but must only be undertaken by the ex- 
perienced. 

The anatomical situation of aneurysm of the thoracic cavity pre- 
cludes the application of modem surgical methods other than the 
use of the needle according to the technic of Sir William Macewen, 
the details of which may be found in the Annals of Surgery, Oct., 
1912. 



DIAGNOSTIC FEATURES OF PHRENOCARDIA (SEXUAL 
PSYCHOGENIC CARDIAC NEUROSIS) 

By JACOB GUTMAN 
Brooklyn-New York 

A very interesting and unquestionably very important chapter of 
cardiac disturbances constitute the so-called neuroses. Because of 
their frequent occurrence, their proper understanding is imperative, 
and their correct differentiation from organic disturbances is espe- 
cially essential because of the grpat differences in prognosis and 
treatment. A number of investigators of the pathological deviations 
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of the heart have also given attention to its neuroses, among them 
GerhardtS Kraus^, Determann*, Herz*, Hoffmann'^, and others. 
Quite a number of etiological factors have been correctly 
or incorrectly designated as causes of these affections, or, at 
least, have been considered remotely responsible for them. Thus 
a number of cases have been described as resulting from the abuse 
of various stimulating substances, such as coffee, tea, alcohol and 
nicotin ; while another class has been supposedly traced to a number 
of constitutional disorders, as anemias, gastrointestinal disturbances, 
etc. Other cases have been explained to be either sequelae or symp- 
tomatic of hysteria, neurasthenia, hypochondriasis and other neu- 
rotic disturbances to which a great many of our city residents are so 
much subjected. A great munber of cases seem to have been cor- 
rectly placed to the various occupations which are unavoidably asso- 
ciated with great mental efforts, prolonged mental strain, excessive 
worry, anxiety, excitement, etc., such as are encountered daily in the 
vocations of professional and business men, brokers, public men, etc. 
Furthermore, those who indulge too freely in the gayeties or the 
frivolities of a great city, as well as those who overstep the proper 
and beneficial boundary line of sports fall a prey to neuroses. Just 
how far the above enumerated causes are instrumental in producing 
the commonly encountered neuroses in the practice of every 
physician, cases of cardiac asthenias, palpitation, tachycardia, or 
psychic neuroses cannot with absolute accuracy be determined, but 
that their number is proportionately very large cannot be disputed. 
However, that a great many cases n^ay safely and correctly be 
ascribed to another not previously mentioned etiological factor — the 
mode of sexual intercourse — is absolutely safe to assume. 

We might not entirely agree with Sidis* when he says that "at 
least 75 per cent, of patients that come to the physician for treatment 
are psychopathic in character, psychosomatic or psychoneurotic in 
one form or another" — but the number of nervous complaints of this 
character is certainly enormous, and a great many of cardiac neuroses 
may be traced to abnormalities in the act of cohabitation. This can 
be easily verified if proper attention is given to this subject. It is 
quite a common occurrence in the office of the practicing physician 
to hear patients complain of cardiac pain, palpitation, or other dis- 
tressing symptoms, which point to some organic derangement, and 



Digitized by 



Google 



GUTMAN : PHRENOCAEa)IA 39 

yet the closest and most careful physical examination fails to produce 
any evidence of pathological defects of that organ, and the patient's 
ailment is designated as a neurosis. The percentage of the latter is 
very large, but ought to be still larger, for quite a number of cases 
are classed unjustly as organic when they properly belong to the 
functional variety, as Neusser, Leube, Kovacs and others justly con- 
tend. Besides, we frequently come across cases of true organic 
disease which are accompanied by considerable suffering, seemingly 
the result of it and conmionly ascribed to it, but often erroneously 
so, for frequently a neurotic disturbance, especially phrenocardia, 
predominates over the organic disease and is really the true cause 
of the suffering. The coincidence of organic disease and phreno- 
cardia is usually due to the suspension of marital relations conmionly 
prohibited by the medical adviser of the family to avoid undue exci- 
tation. The correct disposition of a case of cardiac irregularity into 
the organic or functional class is of extreme importance, more with 
this organ than with any other on account of the great influence the 
prognosis may exercise upon the whole future of the individual in 
question, his career, his mode of living, his environments, etc. ; all 
these depend upon the organic basis or the neurotic basis of his 
complaints. 

Of the disturbances upon a neurotic basis, the phrenocardias or 
the psychogenic sexual neuroses of Herz seem perhaps to be the 
most common and least recognized ones, and yet they possess a 
rather distinct etiology and are easily distinguishable. While a num- 
ber of authors have described the various nervous derangements of 
the heart and set up classifications, it was really Herz, of Vienna, 
who subjected the sexual heart neuroses to thorough investigation, 
studied the consequences of abnormal sexual relationship, seems to 
have presented a reasonable explanation of the pathological physiol- 
ogy, named it accordingly, and thust set up a symptomatological 
picture of this frequent derangement. His observations have since 
been confirmed by a number of other authors, such as Beauchant, 
Erb, Treupel, and others, and it has been my good fortune, since 
my first acquaintance with this condition in Vienna, to observe a 
number of rather typical cases. 

It has ever been the custom of laity (and of physicians also) to 
ascribe to the heart the seat of all human emotions : joy, grief, etc. 
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That the heart plays a very important role in the physiological cycle 
of sexual intercourse is well established ; perhaps it may be said that 
it is only second in importance to that of the mind and the nervous 
S5'stem during the stages of cohabitation. Its increased activity, the 
higher pulse rate, the consciousness of its beating, the strong con- 
tractions, the rise of blood pressure, the overfilling of the peripheral 
capillary circulation — ^all prove conclusively the active part taken by 
the cardiovascular system. The same is true of the respiratory system, 
but to a lesser degree, as shown by the increased rate, shallowness, 
and other irregularities of normal breathing. The nervous system 
is at its height of excitation, as evidenced by the state of every 
nervous and physic center, bordering on a stage of insensibility. It 
is by the normal accomplishment of the sexual act alone that all 
these physiological phenomena are brought into equilibrium. This 
is especially true of the nervous system, as is demonstrated by the 
urgent and immediate demand of the system for rest, relaxation and 
sleep. Under such conditions only does the system seem fully satis- 
fied and in no other manner ; especially is the nervous system thus 
reinvigorated. Is it so with those individuals who indulge in abnor- 
mal methods of cohabitation, such as coitus interruptus, or condono- 
matosus? Surely not, the participants remain dissatisfied, nervous, 
irritable and in a state of mental unrest, because their sexual inclina- 
tions were diverted from the natural course of progression, which 
is absolutely essential for the complete satisfaction of this function 
of life. Thus the laying of the foundation for a neuroses of some 
kind and of the heart in particular is accomplished. This is a com- 
mon occurrence in marital life where the question of limiting the 
number of children becomes an economic factor, or where the duties 
of motherhood are avoided in order to acquire social advantages. 
As these cases are extremely numerous and of every-day occurrence, 
it seems important enough to keep these eventualities in mind when 
confronted with cases of cardiac complaints. 

SYMPTOMATOLOGY 

A number of symptoms are more or less common to most of the 
neuroses, but some may be particularly conspicuous in one class of 
cases, while in others they may be either absent or very insignificant. 
In pihrenocardia there are three cardinal symptoms which Herz has 
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pointed out to be present in practically every case, and each of these 
has certain characteristics which help greatly toward making the 
diagnosis. 

The first one is pain in the heart region. The characteristics of 
the pains are: i. It is invariably present in every case of this ail- 
ment; 2. The place where the pain is supposed to be located and 
pointed out by the patient, is usually not in the anatomical position 
of the heart, but below it, in the region of the diaphragm ; in females, 
below the mamma; 3. The pain is stationary, not radiating toward 
any direction, as in angina or pseudoangina pectoris ; is usually of 
piercing character, sometimes dull, cramp-like; 4. The pain accom- 
panies deep inspiratory efforts, or frequent attempts at sighing; 5. 
It is extremely variable in intensity and duration, always bears some 
relation to inspiration ; 6. It follows most always some extraordinary 
physical event of the individual, or may appear in the form of an 
attack after some unsatisfied state of passion. 

The second of the cardinal symptoms affects respiration, namely : 
I. The respirations become unusually frequent, irregular and shallow ; 
in other cases it assumes the form of bradypnea ; 2. Frequent inspira- 
tions are a rule, or deep inspirations followed by prolonged pause ; 

3. Symptoms of true pathological dyspnea (lack of oxidation in the 
circulation) are never met with. 

The third cardinal symptom constitutes palpitation of the heart. 
This symptom is the most common one, but may express itself in 
the most variable manner, i. It is always subjective and never ob- 
jective ; extra systoles usually cannot be detected nor any rhythmic 
irregularities; 2. The subjective complaints may consist of a simple 
heart-consciousness, heart-dropping, pressure in the precordium, a 
sensation of finger-like projection against the thorax or a feeling of 
emptiness ; 3. The complaints are positively not aggravated by any- 
thing which would affect the condition of an organically diseased 
heart, such as severe exercise, etc., but on the contrary, slight and 
customary efforts may cause the patient to complain greatly; 

4. Auscultation is altogether negative. 

Other symptoms more or less characteristic of this state and 
helping to differentiate it from neurotic affections or organic dis- 
eases are: 

I. General instability and transientness of all subjective com- 
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plaints and disorders; individual attacks will differ entirely from 
each other in intensity, qualifications, course and termination. 

2. The apparent disproportion between the objective findings of 
the examiner and the subjective complaints, the loud expression of 
suffering, the dramatic demeanor of the patient. 

3. The characteristic increase in the pulse rate upon the slightest 
mental efforts, especially when approached upon the subject of sexual 
matters 

4. Restless sleep usually disturbed by dreams of persecution or 
of a sexual character. 

Of objective symptoms there are none that may be classed as 
typical; on the contrary, the absence of distinct derangements is 
usual. The most careful examination of the heart may fail to find 
even traces of any disorder, but very often symptoms of nervous 
derangement or hysterical stigmata are present. Herz has succeeded 
in discovering several peculiarities or coincidences in these cases, 
such as irregularities of the left half of the diaphragm which are not 
seen in other neuroses. I was enabled to satisfy myself as to the 
occurrence of the diaphragmatic s)rmptoms in two cases, although in 
one of these there were a number of other symptoms which would 
place the individual into the class of vagotonics. The objective 
signs oftentimes encountered are: i. Lower position of the dia- 
phragm and its smaller excursions, as determined by percussion and 
Rontgen rays, designated by Herz as hypertonus of the muscle, 
causing phrenodynia ; 2. A small, quickly acting, hanging or freely 
movable heart. 

As to nervous manifestation, i. The patients exhibit increased 
tendon reflexes, decreased conjunctival .and pharyngeal reflexes, 
alterations in sensibility, etc. ; 2. Spastic constipation, nervous chills 
and urina spastica are frequent accompaniments. 

An additional factor and always extremely valuable and helpful 
in diagnosticating the sexual neuroses, is the etiology. These neu- 
roses occur during the period of sexual maturity, from the beginning 
of puberty to the menopause. In the females it seems to predominate, 
probably because she is more frequently the deluded participant of 
an incompleted coitus, effected by the prevailing practice of coitus 
interruptus, condonomatosus, ejaculatio precox. Nor is it rare in 
spinsters, disappointed suitors, separated couples, or with those who 
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for some reason or other (usually of illness or infection) are not 
enabled to indulge in their accustomed cohabitation. Another class 
in which these cases are frequent is that of unequal mating, whether 
in age, habit or passions. In short, phrenocardia has to be looked 
for in those cases complaining of cardiac disturbances in whom the 
suspicion of an unsatisfied longing for sexual communication seems 
justifiable, whether the patient is aware of it or not. Perhaps it may 
be timely to cite a case which has lately come to my notice and which 
may help to illustrate the etiological factors, and presenting a more 
or less common picture of such cases as encountered in practice. 

Mrs. C. S., 29 years old, referred to me by Dr. S. Druskin, called 
on me October 26, 1912, complaining of nervousness, shortness of 
breath, cardiac palpitation, etc. Family history perfectly negative. 
During childhood she had had scarlet fever and diphtheria. During 
school years several attacks of tonsillitis. First menstruation at 
12J years, perfectly normal. No derangements until her marriage at 
the age of 17. Since then (during the last 12 years) she had five 
children (normal labors), one miscarriage (artificial). During her 
last pregnancy she was troubled with vomiting and discomfort, more 
than during previous ones. Her present complaints began shortly 
after delivery. She is troubled with agrypnia, being disturbed by 
dreams of fright and persecution, with pains in heart not aggravated 
by extraordinary housework, and more severe in the morning. She 
also complains of shortness of breath, especially when speaking or 
relating her ailments, gastrointestinal disturbances, slight heart-bum, 
fulness, etc. Besides she is very nervous, excitable, frequently sigh- 
i^g, crying and irritable. 

Her general appearance is excellent, attractive, and graceful. 
Height 5 ft. 5 in., weight 145 lbs., muscles fairly well developed, 
bones long and well- formed; head presents no abnormalities, the 
pupils are of medium dilatation, tonsils slightly enlarged; tongue, 
larynx, pharynx, mucous membrane, etc., all normal. The skin is 
thin, translucent, moist, and reddened ; the neck presents no abnor- 
malities, except that the thyroid isthmus is rather more prominent 
than normal; thorax is normally shaped; ribs, fossae and lungs 
normal ; the apex of the heart is in the 5th interspace, i J inches inside 
the mammillary line, well circumscribed, two fingers wide ; boundaries 
left — ^in line of apex, right — ^at the left sternal border; palpation: 
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somewhat exaggerated beating ; auscultation : two short clear sounds ; 
no murmurs. By placing patient to the left, the apex moves one 
centimeter; to the right — same extent. 

The pulse is 80, rhythmic ; the walls of the blood vessels are thin, 
the wave normal, blood pressure Riva-Rocci 95 mm. Hg. The ab- 
domen and its organs present nothing abnormal except some mete- 
orism. Gynecologically (examined by Dr. Druskin) small lacera- 
tions of the perineum and cervix, retroversion of the uterus, simple 
endometritis and normal adnexa. 

Practically all tendon, periosteal and skin reflexes are to a certain 
extent exaggerated. Conjunctival reflexes diminished ; pharyngeal — 
very sensitive, sensation on both sides somewhat exaggerated; 
ovarian regions — hjrpersensitive. Muscular changes — ^none. 

The urine is of low specific gravity, otherwise negative. 

Stomach contents after Ewald-Boas test meal: total acidity 45; 
free HCl 32 ; pepsin + ; lactic acid — . 

At subsequent consultations (Nov. 6, 13, 18,) the patient com- 
plained bitterly of heart disturbances, palpitation, pain, preventing 
her from rest and sleep. She also had a number of attacks at night, 
but nothing new could be discovered in her physical condition to 
elucidate her complaints. 

In this case the commencement of the disturbances could be easily 
traced to the period after her last child birth and connected with 
the unusual methods of her marital life since then. In her previous 
years, since marriage, the patient has indulged in coitus freely and 
unconcernedly, but with the accumulation of a rather large family 
and for economic reasons, the process has since been changed to 
coitus interruptus, much to her dissatisfaction and to the detriment 
of her physical and nervous systems. 

But it is not easy in every instance to determine the real truth of 
the matter, for the subject is a very delicate one, and oftentimes an 
unpleasant one to approach, and is always shunned by the patient, 
but if good judgment and proper tact is exercised, the real cause 
will be unearthed, and the prevailing heart condition be diagnosed 
as phrenocardia. 
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FAMILY AND PERSONAL HISTORY REGISTERS 

A METHOD OF PRESERVING UNIFORM AND EXACT DATA OF VALUE TO 
CLINICIANS AND INDIVIDUALS 

By J. MADISON TAYLOR 

Adjunct Professor of Non-Pharmaceutic Therapeutics, Medical Department, 

Temple University 

Philadelphia 

That human efficiency is the greatest asset few will deny, yet too 
few realize. How to secure it is an economic question, reducible to 
strict business as well as scientific principles. The very ones who 
should appreciate the force of this fundamental truth and who have 
the power to establish the best means for securing its realization, 
do the least. 

Legislators oppose, or fail to support, comprehensive measures 
for human betterment. They are liberal enough toward bureaus of 
animal industry, but the splendid efforts recently made, looking 
toward the establishment of a Federal Department of Health (on a 
par with bureaus of war, finance, and the like) have up to now been 
defeated. 

Conservation in all lines of natural resources is now so dominating 
the American consciousness as to constitute a national principle of 
action. A careful collection and critical study of facts on which 
alone can be based invaluable economic conclusions, is zealously 
displayed in every department of endeavor to a higher degree than 
in that of a human being. 
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The first step in systematic procedures is to collect significant 
facts. Till data become numerous enough, sufficiently uniform and 
precise, no safe inferences and reliable conclusions can be formed. 
To achieve ultimate truth is only possible through intelligent, per- 
sistent and world-wide cooperation. Such methods for laying the 
foundations of practical certitude are being applied to most lines 
of endeavor and economic progress. 

The one conspicuous exception is the study of human efficiency. 
Here methods are so lacking in system, so disproportionate, as to 
disappoint reasonable expectations. 

Bureaus of animal industry are proceeding with excellent system 
and thoroughness. Their methods already serve as models; their 
findings form the basis for important economies. 

Among the recognized conservators of human health the medical 
profession holds a high, responsible and honorable post. There are 
others who assume the role and are to be welcomed when wise and 
disinterested. All should work for the common good. The physi- 
cian is especially educated and equipped to conserve and enhance 
the greatest asset — health and working power. He does, as an in- 
dividual, too often fall short of his privileges and duties, due to 
two major factors: 

1. The physician is not sufficiently encouraged to act as an ad- 
viser during health. 

2. He is constantly employed only as a repairer of damaged 
conditions, often when too late to get what would have been easily 
procurable results, at an earlier stage of the case. 

When mankind realizes the paramount importance of health and 
efficiency as a factor in happiness and success, the physician will be 
given opportunities to afford the kind and quality of helpfulness 
for which his long, painstaking and arduous training qualifies him. 

A primary requisite is to know all that is knowable about the 
family and the individual. The main purpose of this communication 
is to demonstrate the enormous significance of full information as 
to antecedent facts bearing on efficiency problems ; also to set forth 
how they can be obtained. 

Human life is made up of generations, and the key to all progress 
lies in the nature of the relation between one generation and an- 
other. Until we have learned how to keep alive and well all the 
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healthy babies now born, we need not be eager for more. Our 
posterity have every claim on us that we do our uttermost to make 
their path as easy, their sufferings as light, as lies within our power. 
We are responsible for posterity and only selfish brutes can decline 
to do their duty. 

Each birth is a great event to the father and mother, but how 
much greater it would be if its consequences could be realized. Only 
potentiality is given at birth, and this must be directed, utilized and 
educated, not only after, but before birth, in those grave duties and 
splendid privileges which rest on the parent. 

As matters stand to-day, not one physician but is confronted on 
the threshold of endeavor to serve his client (be he acutely ill, or 
desirous of maintaining organic integrity) with the utmost difficulty 
in learning what sort of person the disease has got, or who desires 
to escape disease. No matter how much time or effort he may ex- 
pend in trying to get a family or personal history, the data are not 
obtainable. Sources of information invariably are defective, vague, 
scattered or at best fragmentary. 

Antecedent occurrences, often of deep import (whether of neg- 
ative or positive kind), are as a rule to be gathered only from de- 
fective recollections of the individual or parents. Moreover, only 
rarely have these persons been put in possession of clear-cut, well- 
defined items of knowledge. One group of facts has to do with 
domestic or personal history, bearing or growth of character, repu- 
tation, tastes, education, achievements, which no one can afford to 
ignore. Another has to do with heredity, ancestral impulses, trends, 
traits, etc., all which are now increasingly recognized to be of practi- 
cal utility. Yet another is that group of phenomena of health and 
unhealth, the findings of specialists, wherefrom alone a medical 
adviser can act wisely and determine traits, and the status quo of 
the individual, that he may give counsel in forming present and 
future decisions. 

To functionate as repairer of presenting disarrangements, as con- 
sen'ator of mind, morals, and body, or as a prophet of the future, 
he must know much more than is usually found possible. He must 
also have before him a categorical register of clinical data, made by 
experts, in chronologic order, to enable him to be reasonably as- 
sured of antecedent conditions of growth, inherent capacities and 
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morbid states. Among these facts not only should there be nar- 
ratives of events, but also exact laboratory and other special find- 
ings. Unless he can have before him a record of these made by 
previous medical advisers, both of the individual and of his parents, 
collaterals and ancestors, he is often at a loss to form opinions well 
within his capacity; and without such records no one's opinion can 
have value. Yet, in the absence of most, often of all, such sources 
of enlightenment, physicians are compelled to assume grave respon- 
sibilities, not only of life and death, but of mental integrity, moral 
status, often of character and reputation; also problems of Hfe in- 
surance (now advanced to a position of trust analogous to that of a 
liberal profession). Physicians must assume all these risks blindly, 
without one tithe of the information demanded by any reputable 
industrial organization before entering into a contract. 

It would seem that if a father set a value on the health of wife 
or family one-tenth as high as on a sum -of money he could well 
afford to lose, he should set about doing for his household precisely 
what any careful business man invariably does for his business ef- 
ficiency. The successful conduct of any industry or enterprise de- 
pends on the amount, and quality of reliable facts, and the judgment 
with which these are systematized, studied and used. 

Responsibility for the omission of precision and completeness of 
personal histories cannot be laid upon the profession of medicine. 
We may, and do, demand too little : we fully realize the need. 

Briefly, in the determination of those ever-broadening questions 
which medical men now do, and ought to, assume, it is imperative 
that members of each family shall themselves mnke and preserve 
systematic, complete registration of essential facts. 

How can this be accomplished? 

I would suggest that the head of each and every family, however 
small, keep an accurate register or record of essential facts, findings, 
opinions, epitomized from all reputable sources, in a specially pre- 
pared Family History Register. In order that these records shall 
be uniform, the book should contain carefully devised blanks, ques- 
tionaires, memoranda of salient points — which should in each in- 
stance be covered to make the record complete — ^and specific direc- 
tions how they shall be used. 

Especially defective are the means employed for preserving 
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significant facts bearing on the life history, physical, psychologic, 
domestic and other factors of personal advancement in human 
beings. 

This conclusion was reached while initiating a research the data 
for which were found to be unattainable. Conference with leading 
workers in economics, psychology, anthropology, clinical medicine 
and other promising sources of information, confirmed a growing 
disappointment. 

Here, then, we are halted at the threshold in a quest for fundamen- 
tal facts essential to enlightenment. Deplorable neglect is discovered 
in the one department of research from which results of the gravest 
importance should evolve. 

Wholly inadequate are the registrations of birth, marriage, death, 
and especially of the accompanying circumstances. Even such bare 
outlines of hunAn history as are attempted by municipalities, are 
admittedly partial, inexact, far from complete. The churches make 
some eflPort to preserve a few facts with little difference in result. 

Carelessness in this particular is nearly as pronounced among the 
well-to-do and presumably intelligent as among the very poor and 
shiftless. Upon inquiry among the more liberally endowed, it will 
be found that few persons take the trouble to make and preserve 
any sort of systematic registration of incidents and circumstances 
of personal history. Experts in genealogy are put to all sorts of 
shifts to secure information. 

Archaic as it seems, the Family Bible is still compelled to serve 
more or less inexpediently for the purpose; also legal instruments 
such as wills, deeds, property transfers, personal and other epistles, 
and the like disconnected and accidental avenues of evidence. 

The whole forms a pitiable, heterogeneous, but the only available 
source of information in what may prove to be a vitally important 
direction. 

Data are especially meager on three groups of subjects: 

1. Antecedent personal history making for knowledge of ancestry, 
and inheritance, including salient characteristics of individuals and 
the family. 

2. Earliest phenomena of growth and development, including 
traits, tendencies, tastes, etc., constituting "infant records,'* which 
should be carefully registered at the time of observation. 
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3. Personal history of each member of the family from birth to 
present age and from all reputable sources ; not only of the phenom- 
ena of infantile and later development and changes, but also accurate 
data on physical and other disorders, illnesses, accidents, repairs, 
corrections, etc. 

Only by the aid of light thus shed is it possible to form present 
or future determinations. 

In a complete registration many other points should be covered, 
such as: full and accurate accounts of illnesses, injuries, peculiar 
physical and mental occurrences, when they occur ; and, equally im- 
portant, the nature and character of repairs or corrections, when 
made. All these are of vast utility to the individual. 

The foregoing category of findings, if made of a large number 
of individuals and on a uniform system, would, it is obvious, con- 
stitute invaluable data for use by the scientific research worker, 
especially the physiologist, the psychologist, eugenist, human-econo- 
mist and sundry others. 

There is yet another grouping of facts deserving of encourage- 
ment: no less than what may be included in the term, "Special 
Happenings." This may embrace the whole realm of momentous 
incidents, memorabilia, liberally interpreted. Among these may be 
mentioned, lines of education pursued, special types and kinds of 
training, evidences of predilections, aptitudes as they appear, develop 
or change ; decisions made, purposes carried out well or ill, volitions, 
vocations, scholastic records, etc., etc. 

Finally it may be said, there are few or none but would welcome 
and make use, less or more, of such records, did they exist ready 
made. 

Whatever is thus worthy is worth the eflFort to construct. It 
would contribute much to pleasure, satisfaction, sustained and in- 
creasing interest and self-respect. 

The practical utility of such Annals to each one is clear. As a 
contribution to scientific data a few thousand such would prove 
priceless. 

Such a Family History Register I have carefully outlined, with 
kind help from eminent specialists in biology, psychology, eugenics, 
economics, euthenics, clinical medicine and genealogy. No Family 
History Register has as yet been published which altogether meets 
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the popular requirements. The "Life History Album" of Sir 
Francis Gallon is unsurpassed for purely scientific findings, but not 
adapted to popular use. 

There are many excellent "Baby Books" of limited scope, chiefly 
sentimental. 

To serve domestic and economic as well as scientific purposes, 
blanks and questionaires must cover pretty much all points in human 
interests, otherwise it will be difficult to induce heads of families to 
realize the practical advantages accruing, which are of the utmost 
value, and to take interest in making the notes. , 

Wide cooperation is essential; scattered data are scientifically 
valueless ; many thousands of facts are required. 

In an ideal register several features must be included appealing 
to sentiment, obvious utility and commendable self-complacency. 
For popular acceptance certain points are desirable, comprising 
among others: 

Blanks for Index (including marriages, births, deaths, dates, 
places, etc., with page references to additional inscriptions in the 
book.) 

Chart of Genealogy (e.g. to about the eighth generation of both 
father and mother — direct ascendants' names to correspond to a 
number and kept on special blanks; collaterals to be registered on 
separate blanks.) 

Blanks for Baby Records (growth, development, etc., complete 
in physical and psychologic features, but not too exacting — extra 
data on special pages provided.) 

Blanks for Personal History (of each individual of over one year 
of age, from birth to time of writing — later occurrences to be placed 
under "Special Happenings".) 

Blanks for Phenomena of Attack of Illness, Injury or Operation 
(if or when they occur — to be filled in by physicians, with date.) 

Charts for Weight and Height (also tables of standard weights 
and heights). Blanks for Observations and Findings of Specialists; 
charts for Special Clinical Data (eye, ear, nose, throat, etc.) ; blanks 
for Laboratory Findings (urine, feces, blood, sputum, etc.) ; pictorial 
charts for Anatomical Memoranda; blanks and charts for Dental 
Memoranda; special pages for Photographs (interesting to preserve 
photographs at different ages, of children and adults) ; and, among 
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the most important, pages for Special Happenings, notable occur- 
rences of personal history, including memorabilia of tendencies, 
trends of thought, genesis and course of purpose, cherished or re- 
vealed potentialities, ideals, conduct, self-discipline, lines of develop- 
ment, of capacities, education, achievements, distinctions, renuncia- 
tions, conservations, etc., constituting a picture of the evolution of 
personality. 

The whole to afford accurate data, where on alone can be based 
many present and future determinations, mental and voluntary 
processes, decisions and economies in health, mental and physical, 
legal and insurance precisions, inheritance, and in like directions. 



PROGNOSIS OF OPERATIVE MASTOIDITIS 

By HAROLD HAYS 
Assistant Surgeon in Otology, New York Eye and Ear Infirmary, etc. 

New York 

A glance at the last annual report (1912) of the New York Eye 
and Ear Infirmary shows that 266 cases of uncomplicated simple 
mastoiditis were operated upon, 103 cases with subperiosteal abscess, 
44 cases with perisinus abscess and 17 cases with epidural abscess. 
The majority of these cases recovered without any complications. 
There were 44 cases operated upon with the following complications : 
16 cases with brain abscess, 5 with meningitis, 15 with thrombosis 
of the sinus, 6 with labyrinthitis and 2 with cerebellar abscess. The 
majority of these 44 cases developed complications after the primary 
operation was performed. 

Although the greater number of cases of acute mastoiditis make 
an uneventful recovery without further operative interference being 
necessary, one must always be careful not to prognosticate too early ; 
for within the first few days after the operation, one of a number 
of sequelae may take place, such as osteomyelitis, labyrinthitis, epi- 
dural abscess, sinus thrombosis, perisinus abscess, subdural abscess, 
leptomeningitis, cerebrospinal meningitis, brain abscess, metastatic 
abscess or general sepsis (Knight and Bryant). 
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To indicate the complications that may occur in conjunction with 
acute middle ear disease and mastoiditis, the following figures will 
prove of interest. Out of 81,684 cases of disease of the ear, Hassler 
reports 116 deaths, 40 from meningitis, 48 from sinus thrombosis 
and 28 from cerebral abscess. Out of 115 autopsies, Komer reports 
31 deaths from meningitis, 41 from sinus thrombosis and 43 from 
brain abscess. Pitt reports 67 cases of intracranial complications 
from ear diseases in 9000 autopsies. Dench reports 218 cases of 
intracranial complications occurring at the New York Eye and Ear 
Infirrtiary out of 64,858 ear cases. Phillips reports 118 intracranial 
complications in 29,223 ear cases at the Manhattan Eye, Ear and 
Throat Hospital (Phillips, Diseases of the Ear, Nose and Throat). 

There are a number of factors that must be taken into considera- 
tion if one wishes to make a definite prognosis of the course of a 
case of operative mastoiditis. In the first place, one must ascertain 
the duration of the middle ear condition, the variations in tempera- 
ture, the general condition of the patient, the amount and severity 
of the pain, the intensity of the tenderness over the mastoid, the 
presence or absence of edema behind the ear, etc. The quantity and 
character of the discharge are often of more importance than the 
duration. 

It is highly important that a culture be made of the pus from the 
middle ear and from the mastoid cavity at the time of operation. 
Certain bacteria cause very severe symptoms and complications while 
others do not. The most virulent organism is the streptococcus 
mucosus capsulatus. If such an organism is found in the middle ear 
discharge in a case where there is tenderness over the mastoid, 
operation is imperative, and if such an organism is found in the 
mastoid cavity one must be guarded in his prognosis, for the ma- 
jority of serious complications in operative cases are due to this 
bacterium. The ordinary streptococcus also causes a great deal of 
trouble. On the other hand, infections by the pneumococcus need 
not be regarded so gravely. 

One is often called upon to operate on a case which appears to 
have no complication and is often surprised to get a rise of tem- 
perature a few days after the operation, due to some serious com- 
plication. At the time of operation, the mastoid cavity may appear 
to be thoroughly cleaned out and there may be no indication of any 
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further trouble. Although one is inclined to give a good prognosis 
in such a case, unless he safeguards himself, he is liable to meet his 
Waterloo. The following case is an example. A little girl, B., was 
sent to me in April, 1912. She had had measles a few weeks before 
with a complicating middle ear infection. The child's temperature 
was 103. The ear was draining very well as a result of a large open- 
ing made by the family physician. There was considerable tender- 
ness over the mastoid. I advised her removal to the hospital for a 
mastoid operation. This operation was extremely simple, as it often 
is in children, and a good prognosis was assured. There was no 
sign in the mastoid itself of any complicating condition. Twenty- 
four hours after the operation the temperature rose to 106, the next 
morning falling to 99, and the following evening again rising to 
106. The child did not look septic. A blood culture was taken, 
which showed so many colonies of the streptococcus mucosus that it 
was impossible to count them. On the third day after the opera- 
tion it was necessary to do an excision of the jugular vein. At no 
time was there any indication of a clot in the sigmoid sinus or in 
the jugular vein. At the end of five weeks the child had entirely 
recovered. 

There was absolutely no indication in this case of any general 
sepsis, although I feel sure that the organisms were in the blood 
before the operation, and I should have done better if I had guarded 
my prognosis instead of allowing the parents to think that the child 
would be well within a very short time. 

The possibility of complications in most diseases is so great that 
one must always be guarded and not prognosticate too enthusiasti- 
cally. I have seen cases in which the mastoid has been thoroughly 
and completely exenterated and yet a meningitis or a brain abscess 
or sinus thrombosis has developed later on. Many a patient leaves 
the hospital with a completely repaired wound, returning in the 
course of a few months because of some complication that was totally 
unforeseen. When a brain abscess has developed, we have to deal 
with a condition that is about as serious as any in surgery. 

Facial paralysis often occurs as a complication of operative mas- 
toid disease. Although the operator be ever so skilful, one can never 
tell whether or not all diseased bone over the facial canal has been 
removed. Sometimes a slight fracture of this canal may impinge 
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upon the nerve and finally cause its destruction. A facial paralysis 
may occur immediately after the operation; but oftentimes it does 
not take place until the patient has left the hospital and is supposed 
to be cured. The possibility of such a complication must be taken 
into consideration when one gives a prognosis of operative mastoid- 
itis. Secondary or recurrent mastoiditis is not uncommon in opera- 
tive cases, and this also must be considered in giving a prognosis. 
I do not think we see as many recurrences to-day as we did formerly ; 
but there is always a possibility of some broken-down or infectious 
bone being left behind. Here again we have sequelae that may 
occur as late as four or five years after the operation. The natural 
inference of the patient is that a thorough operation was not per- 
formed in the first instance. 

Taking into consideration the various structures around the mas- 
toid process, also the ease with which a virulent infection may reach 
surrounding parts, it is well for the physician to be guarded in his 
prognosis in every case. Accidents can always happen, and the 
accidents of Nature that we have to fight against oftentimes occur 
when we least expect them. The careful physician never prognosti- 
cates too early, never promises too much. With an unseen foe fight- 
ing us tooth and nail, we should only render a prognosis which can 
be changed with the changing conditions as they arrive. The care- 
fully guarded prognosis always is and always will be the most 
sensible. 



ATYPICAL CASE OF ACUTE MILIARY TUBERCULOSIS, 

PULMONARY FORM. COULD A DIAGNOSIS 

HAVE BEEN MADE BEFORE DEATH? 

By SAMUEL B. WARD 

Professor of Medicine, Albany Medical College; Attending Physician, Albany 

Hospital 

Albany, New York 

On July I, 19 1 2, an American gentleman, 72 years of age, was 
admitted to the Albany Hospital, under the care of Dr. Elting, on 
account of large indolent ulcers on both legs, which had existed for 
many months ; and eczema, involving practically the whole of both 
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lower extremities. The patient was seen by Dr. Sautter, in consul- 
tation, and the treatment was most successful. The ulcers healed 
up entirely, the eruption disappeared, and the skin everywhere re- 
turned to an almost absolutely natural appearance. 

The patient had been an intimate personal friend of mine for over 
forty years and I saw him almost every day during his stay in the 
hospital, having been requested to care for him, should any medical 
complication arise. 

Family history. This was entirely unimportant; no hereditary 
disease on either side. 

Personal history. For many years the patient had led a very busy 
professional life, and under its stress had resorted, some twenty 
years ago, to the use of morphine by hypodermic, the dose of which 
had reached, at one time, 15 or 20 grains daily, and had never been 
abandoned. This habit had necessitated his giving up his business 
in New York, and removing to the country. He also used cocaine 
in considerable amounts, never by mouth or hypodermic, but only 
by application to the mucous membrane of the nose. 

Neither his wife nor any of his friends knew of his ever having 
had tuberculosis, or any other serious illness. No lues. 

Up to middle life he was a superb specimen of physical perfection. 
His habits were entirely correct, he was an expert rifle-shot, an en- 
thusiastic fisherman, and could tramp the woods all day long without 
fatigue. 

About twenty years ago, without assignable cause, a contraction 
of the recti abdominis muscles came on, particularly of the left one, 
and he became a most pitiful cripple, bent over double, so that walk- 
ing any distance became simply impossible, though he was able to 
get about his house without assistance until a short time before he 
came to the hospital. 

Present condition. There is little to add to what has been said 
above, except that his skin was sallow and wrinkled, he was some- 
what bald, and looked even older than he was. 

His temperature on admission was 100.4 deg. F., but went down 
to normal in a couple of days, and remained so. 

His pulse on admission was 114, but in a day or two went down 
to between 80 and 90, and remained there. 

His urine, on repeated examination, showed a specific gravity of 



. Digitized by 



Google 



Ward: Acute Miliary Tuberculosis 57 

between 1015 and 1020; it never contained either albumin, casts, or 
sugar. 

For some days after admission he was obliged to take about twelve 
grains of morphine a day ; but after two or three weeks he was able 
to cut the dose down to about half that amount. He constantly used 
a 5 per cent, solution of cocaine, freely applied to the nostrils. 

His general condition improved rapidly. He ate and slept well, 
"felt first-rate/* and from July 2Sth to Aug. 15th was out on the 
lawn every pleasant day in a wheel-chair. 

About this latter date his appetite began to fail and at times he 
refused his nourishment entirely. He gradually became weaker, 
was dull and apathetic, at times semi-comatose, and this gradual 
failure continued until he quietly passed away on Sept. 2nd. 

During the last four weeks of his life his temperature ranged 
between 96.4 an4 99.6 deg. F., except that on three days it reached 
99.2, loo.o, and 100.8 deg. F. respectively for an hour or two. 

His pulse became irregular, weak and rapid, reaching 120 to 130 
during the last week of his life. 

His respirations averaged 14 and never exceeded 16. 

He had no other symptoms of importance ; no cough; no dyspnea; 
no cyanosis; some slight expectoration, streaked with blood on one 
occasion only, which he attributed to a postnasal catarrh which he 
had had for years ; no chill; no sudden exacerbation of symptoms ; 
no high temperature. 

In view of the absence of all the usual symptoms, could one hav6 
been justified in diagnosing acute miliary tubetculosis ? 

Autopsy. This was made by Dr. Harry S. Bernstein, Director of 
the Bender Laboratory. The report is very complete, and so long 
that it will not be given in full. The essential points are as follows. 

The left pleural cavity contained approximately 150 cc, of clear, 
straw-colored fluid; the pleural surface was somewhat dull and the 
vessels injected. 

"The right pleural cavity was uniformly dull. The surfaces pre- 
sented a somewhat granular, honeycombed appearance, and were of 
a somewhat yellow color. The parietal pleura, particularly along 
the margin of the lung, is coated with a grayish-yellow, elastic mate- 
rial. Adhesions are present at the left apex." 

"The left lung presents at its apex a marked puckering and there 
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is palpable within it one firm mass, which on section is well-defined 
and calcareous in character. It measures 0.8 cm. in longest diameter. 
Crepitus is present to a slight extent in the right lower lobe. The 
rest of the lung substance is of firm consistence. On section the 
cut surface is of a bright red color, and scattered throughout the 
lung substance are countless, well-defined, grayish-white nodules 
which are very slightly elevated and which vary from I to 3 mm. 
in diameter. The lung substance between the nodules is of tough 
consistence; it has the resistance of liver tissue. The right lung is 
similar in character to the left. There is present, however, a fairly 
abundant exudate between the parietal surface of the upper lobe 
and the adjacent pericardial layer. Crepitation is diminished 
throughout. On cross section there is present a large amount of 
edema of both upper lobes. The discrete nodules are more numer- 
ous in the upper lobe than in the lower." 

I give in full the anatomical diagnoses: 

Acute miliary pulmonary tuberculosis; 

Acute and chronic pleuritis with effusion; 

Acute pleuro-pericarditis ; 

Acute dilation of the heart ; 

Acute congestion of the kidneys; 

Acute splenitis ; 

Hjrpertrophy of the heart (slight) ; ^ 

Chronic endocarditis; 

Healed apical tuberculosis ; 

Cholelithiasis ; 

Chronic dermatitis; 

Arteriosclerosis (marked) and 

Decubitus. 

Had this patient presented symptoms pointing to an affection of 
the lungs it is quite possible that physical examination might have 
revealed some signs. But even then it seems very doubtful whether 
a diagnosis of miliary tuberculosis would have been justified. 
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RECENT ADVANCEMENT IN THE RONTGEN RAY 
DIAGNOSIS OF DISEASES OF THE GENITO- 
URINARY TRACT 

By WILLIAM H. STEWART 

Visiting Physician, Rontgen Ray Department, German Hospital and Dispen- 
sary; Radiologist, Harlem and Fordham Hospitals 

New York 

Nowhere has the use of the Rontgen Ray made greater strides 
than in the recognition of lesions in the genitourinary tract. For 
several years we have been able to demonstrate that the X-ray would 
reveal the presence of calculi within the kidney, ureter and bladder. 

The early efforts through crude apparatus, lack of experience 
and overenthusiasm were disastrous, errors frequently being made; 
now we have improved apparatus, perfected technic and procedure. 
What then constitutes a regular procedure? 

Given a case with symptoms suspicious of calculus or obstruction, 
we first examine the entire tract on both sides. It is necessary that 
the entire tract be covered, as it is well known that clinical symptoms 
frequently occur on the side opposite to the one where the obstruc- 
tion by a calculus is found. In order to do this it is not necessary 
to make five radiographs. With proper compression, by means of a 
rubber bag, suggested by Dr. E. W. Caldwell, I am able to show 
the complete genitourinary tract on both sides on two plates. If 
the examination is positive, the suspicious shadow being apparently 
within the kidney, the confirmatory examination, which should 
always be made, is taken stereoscopically ; thus we can with few 
exceptions give a definite location of the calculus within the kidneys. 
If, however, the shadow of the stone is seen to be considerably out- 
side of the normal zone of the kidney pelvis, and the surgeon desires 
more accurate information as to its location, then the use of a collar- 
gol injection is called for, and the radiograph, when taken stereoscop- 
ically, will g^ve the exact relation of the kidney pelvis to the cal- 
culus. Care should be taken, however, as the collargol may over- 
shadow the stone and lead to error. If the suspected shadow lies 
within the normal line of the ureter, a stereo-radiographic confirma- 
tory examination should be made after a styleted catheter has been 
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introduced ; this will demonstrate the presence of the calculus within 
the ureter. 

The use of the catheter in suspected cases in which the shadow 
is above the bony pelvis is not always necessary, as the shape, size 
and location combined with the stereo examination will almost al- 
ways give us positive findings. Below the crest of the ilium, how- 
ever, the stylet is frequently absolutely necessary, as it is in this 
locality that we have so many adventitious shadows simulating a 
calculus, the most common of which are fecal concretions, spiculae 
of bone, small calcareous bodies called phleboliths, folds of intestines, 
foreign bodies, drugs in the gastrointestinal tract, and calcified 
arteries and glands. 

Experience has taught us that the case must be examined stereo- 
scopically with the styleted catheter retained, as I have seen two 
cases where on the flat plate the suspected shadow was directly in 
the line of the stylet in the ureter ; but, when a stereo was made the 
shadow was found to be well outside the urinary tract. If the pa- 
tient, as frequently happens, objects to the use of the catheter we 
must depend upon the stereo-radiographic examination alone; this 
as a rule will show the shadow within the ureter, as lying well for- 
ward in the pelvis, while most of the extra ureteral conditions lie 
deeper or to the side ; the size and shape of the shadow greatly aids 
us in our diagnosis. By these means we can seldom err when our 
preliminary examination is positive. 

Where our original examination is negative and the clinical 
symptoms persist, it is probably due to one of two things, either the 
calculus is composed of pure uric acid, which does not show in our 
radiographs, or we are dealing with a case of ureteral kink. In the 
first instance, it is possible that occasionally we may have a pure 
uric acid stone (I have seen only one case in my experience). I 
believe, however, that in the majority of cases that are reported, this 
explanation is used to cover up errors in interpretation or poor 
radiographs. 

When ureteral kink was suggested as the explanation why many 
symptoms of obstruction persisted after negative X-ray findings, the 
Rontgenologist set about to discover a method ^^k^hereby he could 
detect this frequent trouble. I believe Folcher and Lichtenberg in 
1906 were the first to publish a report of several cases in which five 
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per cent, collargol solution was used for injection into the pelvis of 
the kidneys and ureters to demonstrate their outline. Since then 
the method has been so perfected that the reproduction on an X-ray 
plate of the renal pelvis and lumen of the ureters with possible con- 
strictions has become an established mode of procedure. Still one 
drawback remained, for in some cases in which the collargol in- 
jection demonstrated a slightly enlarged renal pelvis with an ap- 
parently normal ureter, the symptoms of colic and obstruction con- 
tinued. 

Stover, of Denver, and Percy Brown, of Boston, working on 
these lines, observed that the probable reason why we were not able 
to show all ureteral kinks was the fact that we were examining our 
patients in the prone position, so that the kidneys dropped back and 
the kink was temporarily relieved. Thus we were confronted with the 
problem of making a radiographic examination of the ureters and 
renal pelvices, injected with a solution of collargol, while the patient 
maintained an erect position. This examination I have been able to 
make by means of a special table, and thus many obscure cases of 
obstruction have at last been cleared up. 

The ability to give good kidney outlines in cases of enlargements 
or displacements depends largely on the proper preparation of the 
patient for the examination. This is of the greatest importance and 
should be as follows: A dose of castor oil two hours after the 
evening meal the night before the examination; on the following 
morning a light breakfast of coffee and roll at 7 :oo a.m. ; at 10 :oo 
ajn. one or two colon flushings until the return is clear, the abdomen 
relaxed and the bowel free from gas. The examination to be made 
at 12 noon. It is especially desirable to rid the colon of all intestinal 
gas as the dark shadows from the same obscure the light kidney 
outlines. This is more liable to happen on the right side, where the 
ascending* colon comes in closer contact with the kidney. 

If the patient is not too obese and has been properly prepared, we 
can, with short exposures and careful compression, produce in the 
majority of cases a clear kidney shadow. 
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SYPHILITIC DISEASE OF THE HEART 

(a review of some of the recent literature) 

By L. BERTRAM SACHS 

New York 
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the Importance of its Recognition. (Jour. A. M. A., Aug. 10, 

1912.) 
Warthin, A. S. — Congenital Syphilis of the Heart. (Am. Joun 

Med. Sci., March, 1912.) 
Brooks, H. — ^A Study of the Heart in SyphiUs. (Med. Rec, Feb. 

24^ 1912.) 
Orkin, G. — Beitrage zur Syphilis des Herzens. (Berliner klin. 

Wochenschr., June 5, 1912.) 
Billings, F. — ^Visceral Syphilis. (Jour. A. M. A., Nov. 18, 191 1.) 
Fiessinger, C. — L'Arterio-sclerose du coeur et de Taorte n'est 
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Sears, G. — Cardiac Syphilis. (Boston Med. and Surg. Jour., June 
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Collins, J., and Sachs, B. — ^Value of the Wassermann Reaction in 

Cardiac and Vascular Diseases. (Am. Jour. Med. Sci., Sept, 

1909.) 
Citron, J. — ^Ueber Aorteninsufficienz und Lues. (Berliner klin. 

Wochenschr., Nov. 3, 191 3.) 

The literature on syphilis of the circulatory system during the 
last few years, especially since the advent of the Wassermann re- 
action, is abundant with proof that luetic infection is much more 
frequently the cause of disease of the cardiovascular apparatus than 
has been supposed by either the cHnician or the pathologist Some 
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of the investigators who have studied the subject are of the opinion 
that syphilis is at present the most important factor in the production 
of heart disease. 

The Wassermann reaction has demonstrated the underestimation 
of syphilis as a causal factor in cardiac disease in a most convincing 
manner. Fiessinger obtained a history of syphilis in 28 out of 37 
cases of aortic insufficiency ; in 4 out of 5 cases of bradycardia ; in 
6 out of 6 cases of aortic aneurysm ; and in 2 out of 3 cases of con- 
stant arrhythmia. Among II cases of organic angina pectoris in 
patients under 50 years of age 6 were syphilitic. In a total of 92 
patients with heart disease of the sclerotic type, syphilis was admit- 
ted by 54 of the patients. A positive Wassermann reaction will un- 
lock the tongue in many cases. Collins and Sachs found a positive 
Wassermann reaction in 10 out of 13 patients with aortic valvular 
disease. Orkin analyzed the records of 94 cases of heart disease at 
the Charite Hospital of Berlin and found that syphilis was positive 
or probable in 28 of the 59 men and in 17 of the 35 women. He 
states that in several of the women nothing was known of syphilitic 
infection, and that the positive Wassermann reaction was the first 
clue as to the true nature of the heart affection. Syphilis is now 
credited with being the usual, if not the sole cause of aortic aneu- 
rysm. Nobody questions the gravity of the condition or the impor- 
tance of its early recognition, for many brilliant results have been 
obtained in its treatment. 

Warthin and Snyder state that the cardiac muscle is a favorable 
place for the localization of the spirocheta pallida. Landois described 
at length the case of a newborn infant in whom there was a syphilitic 
periarteritis of the aorta while the heart itself showed one of the 
highest types of specific endocarditis and myocarditis. No evidence 
of lues was found in any other organ. Citron, Hausmann, Sears, 
and others say that syphilis may attack the heart alone. In 2 infants 
who died, one at 3 months of inanition, the other at 8 days of 
asphyxia, Warthin and Snyder found the spirocheta pallida in the 
heart muscle. Histological lesions or spirochetae were not found 
elsewhere. These cases are important inasmuch as they demonstrate 
the possibility of the infection of a single organ. 

Until recently it had been supposed that cardiac syphilis was a 
tertiary or at the earliest a late secondary manifestation of a luetic 
infection. This supposition was inplanted so firmly in the mind of 
the average practitioner that he was led to disregard the possibility 
of a syphilitic heart affection unless the patient had a syphilitic his- 
tory of some years standing. Brooks in a recent paper has ably dem- 
onstrated that damage to the circulatory apparatus occurs early in 
the infection. He states that, both from autopsy experience and from 
clinical observation, he is convinced that when the chancre has ap- 
peared with general infection, general damage has begun ; and that 
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the duration of a case is in reality but little measure of the injury 
which may be done to the tissues, especially to the cardiovascular 
apparatus. He also says that from a study of the 50 cases reported 
in this paper, some of the most important morphological alterations 
occur in the early stage of the disease, and this in all probability 
accounts for most of the early symptoms of syphilitic cardiac defi- 
ciency mentioned by Hirschfelder. Grau also states that cardiac in- 
jury may occur very soon after the infection. There is no question 
that a large part of the very serious syphilitic cardiac manifestations 
occur in the secondary and tertiary sta.c:es of the disease, but it is 
also equally true that fatal injuries may ensue very soon after the 
advent of the infection. A case is reported in which an aneurysm 
of syphilitic origin perforated before the secondary rash had fully 
appeared, and also a case of serious cardiac and aortic disease, suffi- 
cient to cause death within 6 months after infection. Aortic and 
cardiac syphilis may be the result of inherited lues. Rebandi found 
spirochetae in 13 cadavers of 17 newborn children. All possessed 
abnormal aortas similar to those of acquired syphilis. Warthin says 
that congenital syphilis of the heart in the form of a localized or 
diffused interstitial myocarditis is most probably not rare. The new 
criterion is the demonstration of the spirocheta pallida in the prolif- 
erating interstitial tissues of the heart wall. Adler could base his 
diagnosis of syphilis only on the endarteritis. Warthin has shown 
that the same type of interstitial myocarditis in the absence of cor- 
onary endarteritis is syphilitic by demonstrating that the light-stain- 
ing patches of proliferating stroma represent localized colonies of the 
spirochetae, and that the organism occurs in such patches in extraor- 
dinary numbers. 

Luetic infection seems to possess a selective activity for certain 
parts of the cardiovascular apparatus. In a series of the 50 cases 
reported by Brooks, 28 showed disease of the epicardium. The peri- 
cardium was not frequently affected, but disease of the myocardium 
was very frequent. Marcek, Buschke and Fischer, and Simons have 
recently demonstrated the spirochetae in the diseased muscle. Actual 
gummata are very infrequent; only 5 cases were found in the 50 
autopsies. A distinct sclerotic tendency of the syphilitic virus for 
the coronary vessels is manifest. Age is a negligible factor in this 
affinity, as extensive changes were found in cases whose ages were 
25 and 28 years. There can be little doubt, according to Brooks, 
that the primary change induced by syphilis in the heart and aorta 
originates in and about the nutrient blood vessels of these viscera. 
Nothing is more clear from a pathological standpoint that the myo- 
cardial degenerations are commonly dependent on preliminary altera- 
tion in the coronaries. While these changes begin early in the sec- 
ondary stage, they may not fully develop until the tertiary stage. 
Aortitis and disease of the aortic valve constitute a large percentage 
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of the cases of syphilitic disease of the heart. Cummer and Dexter 
state that a large proportion (70 to 75 per cent.) of the lesions of 
the aorta and aortic valve are syphilitic in origin. In 16 cases of 
pure aortic insufficiency Citron found that the Wassermann reaction 
was positive in 10 (62 per cent.). He believes that syphilis is more 
often the cause of pure aortic regurgitation than is generally sup- 
posed. Babcock reports 16 cases of aortic regurgitation of the vas- 
cular t)rpe of which 1 1 were submitted to the Wassermann test with 
a positive reaction in all the cases. Sears states that the inf requency 
of a positive Wassermann reaction in valvular lesions other than the 
aortic, and in aortic lesions when combined with those of other valves 
points to some other cause than syphilis. A pure mitral lesion is 
rarely caused by luetic infection, but a combined aortic and mitral is 
commonly caused by syphilis. Babcock also reports 10 cases of aortic 
aneurysm, 5 of which gave a positive Wassermann reaction, and 2 
admitted a syphilitic infection. Collins and Sachs obtained a positive 
Wassermann reaction in 5 cases of aortic aneurysm, and Lauby and 
Parvu in 4 out of 6 cases. 

There are no clinical signs or symptoms of cardiac or circulatory 
sjrphilis which essentially differ from those which result from other 
causes. Krehl says that the clinical signs are simply those of a myo- 
carditis, of an aortitis, or of a coronary sclerosis, yet when these 
signs appear and any possibility of a syphilitic infection is present, 
the case should be given the benefit of the doubt, disregarding the 
age of the probable lesions. While, as heretofore stated, no abso- 
lutely characteristic syphilitic symptoms or signs are known, it is 
nevertheless obvious that a probable or even a positive diagnosis of 
a syphilitic affection may be made from the character of the lesion 
found on physical examination. Though a positive or negative Was- 
sermann reaction is not an absolute indication of the presence or 
absence of a luetic infection, it is, as Brooks says, better than the 70 
per cent, of error based solely on the history or clinical findings. 
Oigarrd has found that the Wassermann reaction may be very pro- 
nounced in cases of cardiac syphilis of 20 to 40 years' standing. Cer- 
tainly the history of a syphilitic infection, and signs and symptoms 
of luetic disease of other organs are of great value in establishing a 
diagnosis. 

Physical examination of the heart furnishes some, though not very 
definite, special signs to demonstrate the luetic character of the affec- 
tion. The enlargement of the left ventricle is generally not so marked 
as in other forms of aortic insufficiency, and therefore the capillary 
puke and double sound over the crurales are not so marked. Fies- 
singer, as heretofore stated, reports 4 out of 5 cases of bradycardia 
which were due to syphilis. Among these was one case which had a 
slow pulse for 47 years after the primary sore, and gave a positive 
Wassermann reaction. When the infection is located in the bundle 
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of His, heart-block occurs with its attendant symptoms. Robinson 
found that among i6 cases of heart-block due to definite lesions of 
the bundle of His, 6 at least were of syphilitic origin. It has already 
been stated that aortic aneurysm is, as a rule, caused by syphilitic 
infection. Pure aortic valve disease in the absence of a history of 
tonsillitis or rheumatic infection and in the presence of a history of 
syphilis and a positive Wassermann reaction is generally syphilitic 
in character. Obliterative endarteritis involving the coronary arteries, 
caused by syphilis, produces myocarditis and results in attacks of 
true angina. Cases of tachycardia have been reported which in all 
probability had a syphilitic infection as the causal agent. 

Various combinations of symptoms have been given as probable 
indications of luetic cardiovascular infection. Runeberg states that 
paroxysmal attacks of cardiac asthma or anginal pain, unequal and 
irregular heart contractions with muffled sounds, and indistinct pulse 
waves and occasional cardiac murmurs if the aortic orifice is in- 
volved, occurring in young or middle-aged persons without general 
arteriosclerosis, or without the presence of any definite cause, and 
especially when there is reason to believe that syphilis has been ac- 
quired, are undoubted signs and symptoms of cardiac syphilis. 
Orkin has observed that a sudden onset of myopathy, especially in the 
young, angina pectoris, and recurring fleeting edema of the ankle 
joints are suggestive of syphilis, and the Wassermann reaction will 
clear up the case. Sears maintains that the first symptoms of cardiac 
syphilis may resemble those following the abuse of alcohol or 
tobacco. Functional disturbances are common ; a slight arrhythmia, 
occasional dropping of the heart beat and muffled heart sounds, and 
easily induced dyspnea may be noted. Grau has noted that psychical 
changes, particularly a state of fear and confusion with hallucina- 
tions, seem to be characteristic of syphilis of the aorta. This is espe- 
cially so when there is an associated arteriosclerosis at the base of 
the brain. Lack of response to rest and treatment is characteristic 
of cardiac syphilis. 

Grassmann found that about two-thirds of 288 cases of syphilis, 
whom he followed up clinically for some time, showed in the sec- 
ondary stage of the disease cardiac disturbances ranging from slight 
irregularity to marked insufficiency. Although some of the lesions 
of cardiac syphilis may and do remain latent for years, many of them 
are evident soon after the beginning of the infection. Cases of 
asphyxia neonatorum and unexplained sudden deaths in infants have 
been reported by Warthin, Bie states that the connection between 
tabes dorsalis and heart disease in syphilis is evident from the aortic 
disturbances so frequently noted in patients with tabes, and still more 
so from the frequency of symptoms of tabes observed in the course 
of heart or valvular affections ; absence of the pupillary reflex in 
particular. These facts, Bie thinks, suggest that the heart affections 
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in question are more closely related to parasyphilitic than to other 
kinds of late syphilitic manifestations. Spirochetae have of late 
years been found in the heart muscle of many/ cases of sudden death 
due to cardiac failure. Brockbank examined the proposal forms in 
Scandinavian insurance companies of 5,175 persons who had ac- 
quired syphilis before insuring. He found that 31 out of 850 deaths 
were due to syphilitic disease of the heart and blood vessels. When 
cardiac breakdown due to syphilis does occur, the prognosis is very 
unfavorable. 
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GENERAL METHODS OF EXAMINATION— SYSTEMIC 
AFFECTIONS— DISORDERS OF GENERAL * 
METABOLISM 

Demonstration of Uric Acid in the Blood— F. Obermayer, H. Popper and 
E. Zak, Wiener klin. Wochenschr., Dec 12, 1912. 

Description of a new method to demonstrate the presence of uric 
acid in the blood. — In the blood of healthy persons uric acid may be 
demonstrated after three days of purin-free alimentation. The uric 
acid content of the blood fluctuates greatly in disease. In horse 
serum there is very little uric acid, in the serum of bovines the 
amount of uric acid corresponds about to that of healthy persons, 
and in birds the uric acid occurs in abundance. Mill. 

Hemoglobin Destruction— L. Hess and P. Saxl, Deutsches Archiv f. klin. 
Medizin, Vol. CV, Nos. i and 2. 

In animals rendered anemic by venesection, dissolved hemoglobin, 
hemin, hematin and probably also hematoporphyrin introduced into 
the body accelerate blood regeneration. It is immaterial whether 
the blood derivates are introduced subcutaneously, intravenously or 
intraperitoneally. A part of the injected material is not utilized in 
blood regeneration, but is destroyed to a certain degree. 

Western. 

Concerning Urobilin^G. Fromholdt and N. Nersesoff (4th communica- 
tion), Deutsches Archiv. f. klin. Medizin, Vol. CVIII, Nos. 5 and 6. 

Urobilin cannot be demonstrated in the blood when it does not 
occur in the urine. In many, though not in all instances of marked 
urobilinuria, urobilin can be demonstrated in the blood. 

Western. 

Bilirubin and Urobilin in the Blood Serum and Serous Fluids— A Lehn- 
DORFF, Prager i^ed. Wochenschr., Aug. 22, 19 12. 

Examinations of the seras of a number of patients. Bilirubin was 
found in all instances but one. In uncompensated cardiac disease 
the serum showed very marked reaction of biliary pigment; in 
croupous pneumonia and catarrhal icterus this was also the case. 
The most pronounced reaction was found in the syndrome of Banti's 
disease with hepatic cirrhosis and hemorrhagic pleuritis and perito- 
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nitis. The serum in functional disturbances of the liver shows more 
frequently large amounts of biliary pigment and rarely urobilin, 
while the urine often exhibits larger quantities of urobilin and rela- 
tively small ones of bilirubin. Mill. 

Blood Coagulation in Icterus— S. Kunika, Deutsche Zeitschr. f. Chirurgie, 
Vol. CXVIII, Nos. 5 and 6. 

The time of blood coagulation was determined according to the 
method of Kottmann. This consists in the sucking of a drop of 
blood into a capillary tube into which a hair of a horse has been 
drawn; when coagulation sets in the coagula are deposited on the 
hair until the entire fibrin is separated. Author determined the 
coagulation time of the blood of patients affected with biliarv dis- 
turbances with and without icterus. In patients without icterus 
nearly normal values were obtained ; in patients with icterus, espe- 
cially in such with advanced hepatic disease, there was a marked 
retardation of the clotting process. The method is of great import 
in the prognosis of surgical cases and in the differential diagnosis 
between the various forms of icterus. Mill. 

Blood Coagulation and Ovarian Function— R. Keller, Archiv f. Gyna- 
kologie, Vol. IIIC, No. 3. 

The blood coagulation time in women is nearly constant, amount- 
ing to 4.65 minutes on the average. This coagulation time is not 
altered in healthy as well as in gynecologically diseased women, dur- 
ing menstruation as well as after it. Neither menopause nor cas- 
tration influence the coagulation time. In healthy pregnant as well 
as lying-in women no change in the coagulation time of the blood is 
noted. Mill. 

Eosinophiles in Various Diseases — M. Gelbart, Korrespondenzblatt £. 
Schweizer Aerzte, 1912, No. 29. 

Examinations made with the eosinophile-count method of Dunger. 
Author made 190 examinations in 89 patients with 30 different dis- 
eases, especially typhoid, pneumonia, scarlet, measles, varicella, 
diphtheria, tuberculosis, nephritis and anemia. In typhoid the eosin- 
ophiles are absent in the beginning, but reappear in prognostically 
favorable cases in the third or fourth week; unfavorable cases of 
pneumonia start with a marked decrease. This is also the case in 
unfavorable instances of scarlet, but there is marked eosinophilia in 
the general run of scarlet cases. Generally speaking, eosinophilia 
is a favorable phenomen in infectious diseases while its absence 
points to a grave prognosis. It is, however, imperative that the 
patients be frequently examined. Mill. 
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The Carcinoma Skin Reaction— H. Lisser and A. Bloomfield, Johns Hop* 
kins Hospital Bull., Dec, 1912. 

Examinations were made in 158 cases. In 62 cases of verified 
malignant disease, two-thirds gave a positive reaction, and one-third 
were negative. In 94 control cases, 91.6 per cent, were negative and 
8.4 per cent, positive. As a practical diagnostic adjunct, a negative 
skin test adds little or no weight to the evidence against cancer, 
being comparable to many clinical tests of empirical nature. A 
positive test is strong presumptive evidence of cancer. 

Western. 

Urinary Toxicity and Measles— H. Mautner, Deutsche med. Wochenschr., 
Nov. 21, 1912. 

The increased urinary toxicity determined by Aronson and Som- 
merfeld (Archives of Diagnosis, Vol. V, p. 392) in the case of 
measles, occurs also in other diseases and even in healthy children. 
Author found it three times in each, measles and diphfiieria, and 
once in each, scarlatina, peritonitis, chronic arthritis, and heart dis- 
ease. Mill. 

The Stethoscope in Phsrsical Diagnosis— H. Sewall, Am. Jour. Med. Sd., 
Feb., 1913. 

Author's condensed conclusions read as follows: The sounds 
heard in auscultation of the chest are compounded of both visceral 
and mural vibrations, of which the latter, especially in the lower 
parts of the musical scale, may greatly preponderate in intensity, 
but of which the former are alone usually of clinical interest. The 
quasi adventitious sounds due to sympathetic vibration of the chest 
wall may be damped and rendered more or less inaudible by firm 
pressure applied to the bell of the stethoscope. In order to thus annul 
the sound from mural vibrations the instrument must transmit by 
pure air conduction, and its chest-piece must not itself sensibly take 
up the vibrations of the chest wall. Western. 

Pyrexia— R. V. Solly, Lancet, Dec 7, 1912. 

Many different conditions causing pyrexia are illustrated in the 
cases reported by author. The pyrexia was due to enteric and 
paratyphoid fever, to the pneumococcus and syphilis; pyemic and 
septicemic cases among which were such of malignant endocarditis, 
a case of subdiaphragmatic abscess, a case of portal pyemia and one 
due to nematoid worms; urinary cases and rat-bite fever. 

Sachs. 
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Toxigenous Destruction of Albumin in Fever — A. Rolland, Deutsches 
Archiv f. klin. Medizin, Vol. CVII, Nos. 5 and 6. 

A metabolic equilibrium may be maintained in a febrile individual 
when the alimentation is just sufficient. When the temperature 
reaches about 40 deg. C. there ensues an occasional nitrogen deficit, 
which may be due to the heat causing albumin destruction. The 
toxigenous albumin destruction is not a characteristic of metabolism 
in fever in which the vital processes are subject to the same laws as 
in the healthy organism. Patients with a high fever may be kept in 
metabolic equilibrium without superalimentation. However, a suf- 
ficiently nourished organism exhibits a greater resistance to the in- 
fection and recuperates quicker than an emaciated and weakened 
individual. As far as the general run of cases is concerned, the 
clinician should be satisfied when his patient suffering from a grave 
infectious disease does not lose more than 2 or 3 kilograms in body 
weight. Western. 

Albumin Reaction in the Sputum — A. Brunner, Wiener klin.-therap. 
Wochenschr., 1912, No. 35. 

The albumin reaction in the sputum is always positive in pul- 
monary tuberculosis and it is often the first sign of an incipient af- 
fection. In fibrous tuberculosis and in tuberculosis of the larynx 
the reaction may be negative in exceptional cases. It is imperative 
that only fresh sputa are subjected to examination as the fermenta- 
tive processes of decomposing sputa may liberate protein substances. 
Albtmioses and peptones in fresh sputum point to grave tuberculosis 
(excepting in the presence of pneumonia and putrid bronchitis). In 
tuberculosis the albumin content is generally lower than in congestive 
catarrhs. Non-specific acute and chronic bronchitis, bronchial asth- 
ma, emphysema, influenza, and carcinoma showed no reaction. The 
positive reaction in the presence of chronic puhnonary catarrh points 
therefore with great probability to a tuberculous process. 

Mill. 

Albumin Reaction in Sputum and its Clinical Value— St. Acs-Nagy, 
Wiener klin. Wochenschr., Nov. 28, 1912. 

The behavior of the sputtmi albumin is of very little import in the 
diagnosis of diseases of the respiratory organs in general and pul- 
monary tuberculosis in particular. There are verified cases of pul- 
monary tuberculosis, in the sputum of which albumin cannot be de- 
monstrated, even with the most sensitive reagents. On the other 
hand, the amount of sputum albumin may greatly vary within a very 
short time in the same case. The quantity of the sputum albumin 
does not oflfer any prognostic help as to the severity of the affection. 
The sputum may contain albumin in all diseases of the respiratory 
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organs and often more than in the gravest form of puknonary tuber- 
culosis. Mill. 

The Blood Picture of Cachexia Thjrreopriva (Myxedema, Cretinoid 
States) — T. Kocher, Archiv f. klin. Chirurgie, VoL IC, No. i. 

Without a reliable blood examination no operation for either 
simple or exophthalmic goiter should be undertaken. In myxedema 
as well as in Basedow's disease there exists leukopenia in the form 
of a diminution of the procentual content of neutrophile blood cells 
and a relative or absolute lymphocytosis. Concerning the coagula- 
tion there is a marked difference between Basedow's disease and 
myxedema. In Basedow's disease the coagulation process is re- 
tarded ; the more so, the graver the affection. In myxedema, on the 
other hand, coagulation is accelerated; very markedly so in grave 
cases. The alterations in the proportion of the leukocytes and the 
coagulation time are so constant that both these factors may be 
utilized to diagnose with certainty either hyperthyreosis or hypo- 
thyreosis. The diagnosis of the lesser forms of both conditions is 
very important because the thyroid preparations are efficient and 
reliable means to overcome myxedematous conditions, and on the 
other hand they are apt to aggravate thyrotoxic states or even to 
give rise to them. The practical import of the control of the blood 
picture is demonstrated by the fact that normalization of the latter 
(by thyroid medication) runs parallel with an improvement of the 
subjective and objective symptoms in cachexia thyreopriva. In in- 
stances of Basedow's disease the influence of the operative therapy 
may be controlled on the hand of the blood picture. Gradually the 
proportion of the various leukocytes becomes normal. 

Mill. 

The Blood Picture in Endemic Goiter— J. Bauer and J. Hintereggeb, 
Zeitschr. f. klin. Medizin, Vol. LXXVI, Nos. i and 2. 

Examinations of the blood of 43 cases of endemic goiter. In 7 
cases there existed leukocytosis, in 10 cases there was leukopenia, 
in 29 cases a relative and in 21 an absolute neutrophile polynuclear 
leukopenia, in 33 a relative, in 22 an absolute lymphocytosis, in 9 a 
mononucleosis, an increase of eosinophils in 4, an increase of mast- 
cells in 2 cases. The blood picture according to Kocher (see pre- 
ceding abstract) is therefore not characteristic of Basedow's disease 
and its incomplete forms, but occurs also in simple goiters. Ad- 
ministration of thyroid preparations showed that no conclusions as 
to the functional activity of the thyroid gland in endemic goiter can 
be based on the reaction of the leukocytic blood picture. The dif- 
ferentiation between hyperthyreotic and hypothyreotic goiter, in the 
sense of Kocher, is therefore not possible in the general run of the 
cases. Western. 
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Secretory Gastric Disturbances in Basedow's Disease— J. M. Wolpe, 
Deutsches Archiv f. klin. Medizin, Vol. CVII, Nos. 5 'and 6. 

Basedow's disease is mostly accompanied by hypochylia or achylia 
of the stomach; the degree of anacidity and apepsia of the gastric 
juice depends upon that of the Basedow phenomena. In all the 
classical instances of the malady the free as well as the combined 
HCl as also the total acidity and the quantity of the digestive fer- 
ments, are decidedly diminished. The disturbances of intestinal 
activity and defecation (gastrogenous diarrheas when on proteid 
food) must be considered to be to the greater part the result of the 
gastric anomalies. Western. 

Kinetic Theory of Graves' Disease— G. W. Crile, Am. Jour. Med. Sci., 
Jan., 1913. 

Graves' disease is not a disease of a single organ or the result of 
some fleeting cause, but it is a disease of the motor mechanism of 
man, the same mechanism that causes physical action and that ex- 
presses the emotions ; its origin is in phylogeny and its excitation is 
through either some stimulating emotion intensely or repeatedly 
given, or some lowering of the threshold of the nerve receptors, 
thus establishing a pathological interaction between the brain and the 
thyroid. This pathological interaction may be broken by diminishing 
the thyroid output, thus allowing the brain to regain normal control, 
or by securing physiological rest, which simultaneously secures nor- 
mal control of the brain, which in turn will give the thyroid the 
opportunity of returning to the normal. Western. 

Exophthalmos in Scurvy— L. R. De Buys, Jour. A. M. A., Dec. 7, 1912. 

Proptosis or exophthalmos in scurvy consists in a protrusion of 
the eyeball from its orbit. This protrusion may be of variable degree, 
from slight to extreme. It may occur at any time during an attack 
of scurvy ; it is at times caused by violent fits of crying and appears 
suddenly, or it may be precipitated by prolonged crying. Extreme 
exophthalmos is rarely seen, though protrusion of the eyeball may 
occur in from 6 to 11 per cent, of cases of scurvy. It may appear in 
one or both eyes, beginning in one and involving the other sub- 
sequently. Western. 

Diagnosis of Status Thjrmo-Ljrmphaticus — H. Schridde, Munchener med. 
Wochenschr., Nov. 26, 1912. 

An exhaustive article in which the author concludes that there are 
no positive criteria for the existence of the status thymo-lymphaticus, 
excepting the sign which he could demonstrate at the autopsy of 
every case of the affection, even when this was but slightly devel- 
oped. This sign consists in the hyperplasia of the follicles at the 
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base of the tongue, a condition which is invariably met with in status 
thymo-ljrmphaticus. In those cases even in which the tonsils had 
been more or less destroyed by former inflammatory processes, the 
hyperplasia of the follicles is always found. Mill. 

Parotid Gland Enlargement in the Obese— H. Sprinzels, Wiener klixL 
Wochenschr., Nov. 28, 1912. 

In a considerable number of obese individuals there exists a visible 
prominence of the bilaterally enlarged parotid gland. The latter ex- 
hibits no pressure sensitiveness nor is it painful. The usual symptoms 
of parotitis are absent. The enlargement seems to correspond to 
the degree of obesity and is more frequent in men. In such men 
there was also quite often found an enlargement of the mammary 
gland. Of 33 cases 4 had glycosuria ; 9 were examined for alimen- 
tary glycosuria, 6 of whom showed positive results. It appears that 
the parotid enlargement is due to a genuine increase of parenchyma 
and not to an interstitial fat infiltration. Mill. 

Hodgkin's Disease and the Antiformin Method — H. Loffelmann, Beitrage 
z. Klinik d. Tuberkulose, Vol. XXIV, No. 3. 

The opinion that Hodgkin's disease is a special form of tuber- 
culosis gains new adherents from day to day. Author examined 7 
cases of the affection by means of the antiformin method. In every 
case he found Gram-positive granulated rods which did not differ, 
either morphologically or biochemically, from Much's granular form 
of the tubercle bacillus. In 6 out of the 7 cases these rods could 
be stained by Ziehl's method. He concludes therefore that the dis- 
ease is caused by the tubercle bacillus. Fry. 

Arteriosclerosis— T. D. Coleman, Jour. A. M. A., Nov. 30, 1912. 

Sclerosis ensues also in the splanchnic vessels, manifesting itself 
during life by irregular and otherwise unaccountable attacks of ab- 
dominal pain. Advanced sclerosis of terminal larger vessels may 
result in necrosis and gangrene; and sclerosis of smaller ones, in 
hemorrhagic infarcts. It must be borne in mind that sclerosis of the 
vessels may occur without any change in the palpable arteries. After 
sclerosis is well established a return to the normal cannot be ex- 
pected. Western. 

Aural Vertigo (Non-Suppurative)-~R. Lake, Lancet, Dec. 14, 1912. 

Chronic, progressive middle-ear deafness and arteriosclerosis are 
according to author the most frequent causes of aural vertigo. The 
following grouping may be used as a basis on which to start an in- 
vestigation as to the cause of the vertigo, (i) Peripheral causes: 
(a) chronic progressive middle-ear deafness; (b) hemorrhage into 
labyrinth and embolism; (c) traumatism. (2) Aural vertigo due to 
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altered state of blood pressure: (a) increased blood pressure; (b) 
diminished blood pressure. (3) Aural vertigo due to general sys- 
temic causes : (a) leukemia; (b) occupational; (c) general systemic 
causes with ocular symptoms; (d) specific causes; (e) cerebral 
anemia. Sachs. 

Recurrent Vomiting— J. A. Storck, New Orleans Med. and Surg. Jour., 
Jan., 1913. 

In a first attack, or when no history of a previous attack is ob- 
tained, care must be exercised to exclude cord or brain disease by 
determining absence of Kemig's and Babinski's signs. Care should 
also be taken to exclude appendicitis. The diagnosis of recurrent 
vomiting is most often arrived at by the exclusion of other diseases, 
by the history of the case, and by the detection of oxybutyric or dia- 
cetic acid in the urine. — While the child, especially when not robust, 
becomes much prostrated a fatal issue ensues very rarely. 

Western. 

Convulsions in Early Life— F. M. Crandall, Archives of Pediatrics, 
Nov., 1912. 

Of all exciting causes of convulsions the one most frequently 
present' is undigested food in the alimentary canal. The convulsion 
is more often due to toxemia than to reflex action. It is a true in- 
toxication, by which we mean in these days an absorption of poison- 
ous ptomains from putrefying matter. The bacteria may not enter 
the blood. The ptomains which they generate are absorbed and act 
as true poisons. The proteid elements of food are especial offenders 
and the poisons which they generate are particularly virulent. 

Western. 

The Causes of Death in 100 Patients with High Blood-Pressure— T. C. 
Janeway, Jour. A. M. A., Dec 14, 1912. 

The following conclusions are reached: (i) The early occur- 
rence of dyspnea, whether on effort or of the paroxysmal type, in a 
patient with high blood pressure indicates marked danger of cardiac 
insufficiency. In such patients the disease must be treated as a car- 
diac disease, especially by safeguarding methods; (2) anginoid pain, 
even when of marked severity, occurring on exertion in persons with 
high blood pressure, does not make the prognosis worse than do 
other cardiac s)rmptoms. Of course, every precaution must be taken 
to prevent overexertion. The majority of these patients will not die 
in an anginal paroxysm. (3) Complaint of polyuria, nocturnal 
frequency, marked headache, or of visual disturbances by a patient 
with high blood pressure, especially if that patient be below 50 years 
of age, should make the prognosis very guarded, for uremia is a 
frequent mode of termination in such cases. Western. 
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INFECTIOUS DISEASES 

Tuberculin Reaction— R. P. v. Calcar, Berliner klin. Wochenschr., Nov. 25, 
1912. 

The positive tuberfcuHn reaction is caused by products that are 
h'berated from the tuberculin by a ferment-like antigen. These pro- 
ducts may also serve as antigens and give occasion to the appearance 
of other antibodies thus preventing the typical tuberculin reactions 
after each subsequent injection. The tuberculin reaction is in all 
probability an anaphylactic reaction. Mill. 

New Form of Tuberculin (T. F.) : Its Diagnostic Value— W. C. Lyons, 
Lancet, Dec. 7, 1912. 

A minim of the solution of the tuberculin is injected into the skin 
between the horny and Malpighian layers. A minim of distilled 
water is likewise injected as a control. A positive reaction is in- 
dicated by a raised area of inflammation and induration at the site 
of the injection, 12 to 15 hours afterwards. The inflammatory area 
in early cases of tuberculosis is usually an inch in diameter. The 
area of induration is marked in the immediate vicinity of the needle 
prick. In still more advanced cases, the reaction is very slight, and 
in very advanced cases the reaction, if present at all, is exceedingly 
slight. In 191 of known tuberculous cases, the reaction was positive 
in 186. Five cases yielding a negative reaction were all in an ad- 
vanced stage of the disease, and all died within two weeks of the 
date of application of the test. In 79 cases in which great care was 
taken to exclude the possibility of a tuberculous infection, past or 
present, the reaction was negative. Sachs. 

Pulmonary Apex and Tuberculosis— E. Sergent, Bulletin et Memoire de la 
Societe med. des Hopitaux de Paris, 1912, p. 845. 

The earliest physical signs of pulmonary tuberculosis ensue in the 
most medial part of the fossa supraspinata. This location, according 
to the radiographs, corresponds to the highest point of the pulmon- 
ary apex. In 100 cases of incipient pulmonary tuberculosis, author 
found the earliest changes that could be demonstrated by percussion 
and auscultation, 68 times in this region, 16 times in the fossa in- 
f raspinata, 16 times in both regions at the same time ; he noted the 
greater frequency of the early symptoms on the right side. In the 
100 cases 56 times on the right side, 28 times on the left side, and 16 
times on both sides. Zimmer. 

After-Results of Major Operations for Tuberculous Disease of the 
Joints — H. J. Stiles, British Med. Jour., Nov. 16, 1912. 

Healing by first intention occurred in 53 out of 63 cases of ex- 
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cisions of the knee for tuberculosis. In 9 cases the wound broke 
down or recurrence set in one month after operation. Of 30 cases 
traced and recently examined 29 had absolute ankylosis. Out of 
40 cases of excision of the hip which were traced, there were 12 
deaths. The results were good in 19 cases, that is the general health 
was excellent, the hip ankylosed, and no sinuses were present. Of 
54 excisions of the elbow 34 have been traced. Most of these cases 
were in children under 4 years of age. Of the 34 cases traced 6 died 
within two and a half years of general tuberculosis. Some degree of 
local recurrence occurred in 8 cases. Most of these cases were cured 
by a comparatively trivial secondary operation. Twenty-five of 29 
cases of tuberculous disease of the ankle joint operated upon were 
traced. Two died within 3 months of the operation. In 6 cases 
amputation was subsequently performed for recurrence of the dis- 
ease. Sachs. 

Tuberculosis in Childhood— H. Schelble, 84. Versammlung deutscher Natur« 
forscher u. Aerzte, Sept. 15 to 21, 1912. 

In nearly all cases of active tuberculosis in children it can be 
demonstrated that a phthisical individual was living in the immediate 
surroundings of the child. Children acquire the infection before the 
fifth year of life in nearly every instance. It cannot as yet be stated 
how the tubercle bacilli reach the location where the primary affec- 
tion is started, and in what manner they are further distributed in 
the organism. It is probable, but definite proof is still missing, that 
tuberculosis in children is a bacillemia. Mill. 

Sjmchronous Acute Pneumococcal and Tuberculous Infection— Menetrier 
and Legrain, Bulletin et M6moire de la Societ6 med. des Hopitaux de 
Paris, 1912, p. 436. 

In the patient, a laborer 52 years old, an acute pneumonia of the 
left side with typical manifestations was followed by a pleuritic exu- 
date on the right side. The sputum as well as the aspirated pleuritic 
fluid contained abundant pneumococci. At the autopsy it was found 
that a disseminated miliary tuberculosis had existed together with 
the pneumonic process. Zimmer. 

Parasites recently found in Syphilis by Jelly Mcthod—E. Jenning, British 
Med. Jour., Dec. 14, 1912. 

"Coeflicient jelly" of 2 per cent, agar containing sufficient saline 
solution to prevent cytolysis ; 5 cc. of this is placed in a test tube 
with OJ^ cc. of Unna's polychrom methylene-blue, and 4 cc. of a 5 
per cent, solution of sodium bicarbonate in water is added ; the total 
bulk of the mixture in the test tube is then made up to 10 cc. The 
jelly is now boiled and when soft a drop is poured onto a slide and 
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allowed to spread into a thin film. When cool and firm, blood or 
pus from a chancre is put on a cover glass and the latter is inverted 
onto the surface of the firm jelly. In a few minutes the leukocytes 
and parasites begin to stain and can then be examined. The parasites 
appear as small, round, brown-colored bodies lying free in the 
plasma. Each one contains some deeply staining granules and a 
vacuole. Besides these, similar bodies are found to be enclosed 
within the mononuclear cells. Here, they appear on the jelly as 
copper-colored "inclusions," which contain a stained structure re- 
sembling the spirocheta. Sachs. 

The Present Value of the Wassermann Reaction— L. S. Milne, Am. Jour. 
Med. Sci., Feb., 1913. 

The study of the Wassermann reaction in the last few years has 
shown that by the older methods of treating syphilis only in about 
one case in four was this successful. Some cases were undoubtedly 
cured, in others treatment was unnecessarily prolonged, but in the 
majority the infection persisted and if the disease was not eventually 
eradicated by natural means, the late syphilitic manifestations were 
liable to occur. The serum diagnosis of syphilis has demonstrated 
the inefficiency of mercurial treatment by internal administration. It 
has led to the discovery of the great tolerance which the intestine 
may acquire to this drug, so that after a time its only effect is to 
impair the nutrition of ^e patient. Western. 

Cerebrospinal Fluid in Syphilis — K. Bergl and £. Klausner, Prager med. 
Wochenschr., Aug. 8, 1912. 

Examinations of 30 cases. In relatively recent cases of syphilis 
alterations of the cerebrospinal fluid are very frequent ; these changes 
point to early inflammatory disease of the meninges. Fresh cases 
of meningeal involvement are recognized by the large proportion of 
polynuclear leukocytes. When the meningeal affection becomes 
chronic, the polynuclears are at first replaced by lymphocytes and 
later by plasma cells. In case the meningitis attains again a certain 
degree of acuteness the polynuclears reappear for a brief period. 

Mill. 

Gonococcal Vaccine as a Diagnostic Means->0. Lederer, Wiener med. 
Wochenschr., Sept. 30, 1912. 

Gonococcal stock vaccines may be employed in the diagnosis of 
gonococcal affections. A single injection may produce a general and 
local reaction which is specific resembling that of tuberculin in tuber- 
culosis. Experiments with the cutaneous introduction of the vaccine 
gave no results. Mill. 
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Further Experiences with the Complement Fixation Test in the Diagnosis 
of Gonococcus Infection of the Genitourinary Tract— H. J. Schwartz 
and A. McNeil, Am. Jour. Med. Sci., Dec, 1912. 

A positive reaction denotes the presence or recent activity in the 
body of a focus of living gonococci. A negative reaction does not 
exclude gonococcus infection, but should be accorded considerable 
importance. A strong positive reaction is not to be expected earlier 
than about the fourth week, and then only in very acute cases with 
some complication. A positive reaction is not obtained if the disease 
is limited to the anterior urethra. A positive reaction does not en- 
tirely disappear until seven or eight weeks after cure. In other 
words, if a strong positive reaction is obtained 7 or 8 weeks after 
apparent clinical cure, the patient should be looked upon as still har- 
boring gonococci. In chronic cases isolation of the gonococcus in 
culture is the only absolute bacteriological proof of gonococcus in- 
fection. The technic of a complement fixation test is simpler than 
that of isolation of the gonococcus in culture and the possibilities 
of error are less. In cases regarded clinically as postgonorrheal, a 
positive reaction is obtained in 31.4 per cent. In 62 cases of chronic 
prostatitis giving a history of gonococcus infection within 3 years, 
a positive reaction was obtained in 54.8 per cent. In 165 cases 
looked upon as clinically cured for at least 3 months, a positive 
reaction was obtained in 13.2 per cent. In women a positive reaction 
is probably not obtained unless there is at least some involvement of 
the cervix. On account of the unreliability of the bacteriological 
diagnosis of gonococcus infection in women, the complement fixation 
test should prove of special usefulness in gynecological conditions. 

Western. 

Spleno-Diagnosis of Typhoid Fever — H. Vincent, Comptes rend, des 
seances de I'acad. des sciences, 1912, p. 976. 

Author injected extracts of typhoid bacilli into patients with ty- 
phoid fever and noted a distinct swelling of the spleen from 10 to 
18 hours after the injection. Such an enlargement of the spleen 
did not ensue when healthy individuals or patients affected with 
other diseases were injected. Patients with paratyphoid showed an 
enlargement of the spleen after injection of an extract of para- 
t)rphoid bacilli. The injection of an extract of typhoid bacilli, on the 
other hand, was not followed by splenic enlargement in those affected 
with paratyphoid. < Zimmer. 

Articular Complications in Measles—R. Cr^mieu and A. Lacassagne, 
Gazette des Hopitaux, 1913, No. 85. 

Affections of the joints are very rare after measles. A few cases 
of joint disease in the wake of measles are reported in literature; 
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these comprise some instances of suppurative inflammation due to 
mixed infection and articular tuberculosis. Authors report 2 cases 
of serous exudate in the knee joint which appeared 14 to 20 days 
after fading of the rash. Zimmer. 

The Relation of Parasitic Amebae to Disease— C. F. Craig, Am. Jour. 
Med. Sci., Jan., 1913. 

Entameba coli is a harmless commensal in the human intestine. 
Entameba histolytica and Entameba tetragena are pathogenic species 
capable of producing in man the disease known as amebic dysentery. 
Entameba coli, Entameba histolytica, and Entameba tetragena are 
strictly parasitic species and have not been cultivated. There is not 
sufficient evidence at present to prove that any of the ameba that 
have been cultivated are pathogenic to man. AH cultivated species 
belong to the genus Ameba, and differ greatly in morphology and 
life-cycle from the parasitic amebae, which belong to the genus 
Entameba. Western. 

Urriola's Test for Malarial Infection— J. A. Sinton, Annals Tropical Med- 
icine and Parasitology, Liverpool, Oct 18, 1912. 

This test for malarial infection (the discovery of malarial pigment 
in the urine) is not of much value according to author. The presence 
of small quantities of fairly large masses of pigment is of no diag- 
nostic value because it is impossible to say that this pigment was not 
derived from extraneous sources. Author thinks that the presence 
of pigmented leukocytes or casts in the urine is of more value than 
the presence of free pigment. It is not an indication of an active 
infection, but it indicates that the patient has had malaria, at some 
time or another. Sachs. 

Sugar in Cerebrospinal Fluid from Cases of Meningitis — F. H. Jacob, 
British Med. Jour., Oct 26, 1912. 

In pyogenic meningitis, pneumococcal, streptococcal and mixed 
infections, sugar is invariably absent in the cerebrospinal fluid. In 
cerebrospinal meningitis sugar is absent in the acute stage, but may 
return in some degree as the infection recedes. In tuberculous men- 
ingitis, sugar is present excepting in very rare cases shortly before 
death, in which stage difficulty in diagnosis rarely exists. In polio- 
myelitis sugar is always present in the cerebrospinal fluid. . 

Sachs. 

Avenues of Rheumatic Infection; based on Examination of 75 Cases of 
Sydenham's Chorea— W. P. S. Bramson, British Med, Jour., Nov. 23, 1912. 

Sydenham's chorea and rheumatic fever are due to one and the 
same infecting agent. The commonest avenues of rheumatic infection 
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are first the tonsils and then the nose. Chorea is frequent after 
scarlet fever, but it is not evidenced until the patient has left the 
hospital. The rheumatic poison acts on the central nervous system 
and produces a characteristic nervous instability which may precede 
the appearance of the choreic movements for some weeks. In some 
cases this nervous instability may constitute the sole evidence of the 
choreic tendency. Sachs. 

Chronic Diphtheritic Infection of the Lungs-— A. Schmidt, Miinchener med. 
Wochenschr., Jan. 7, 1913. 

Report of the case of a woman, 62 years old, in whom the primary 
infection occurred probably 10 years ago. The chronic diphtheritic 
infection of the lungs evinces itself since that time by cough, muco- 
purulent sputum and periodic temperature elevation. The sputiun 
constantly shows a pure culture of diphtheria bacilli, while the latter 
are not obtained from smears of the tonsils. There are no tubercle 
bacilli in the sputum. The pulmonary condition corresponds to a 
chronic interstitial pneumonia and has slowly developed to the 
present stage. As far as is known, no person of the patient's house- 
hold has ever been infected by her. The tubercle bacilli at present, 
and probably for a lon^ time already, are avirulent. The periodic 
attacks of fever must therefore be ascribed to secondary infections 
("colds") or retention of secretion. Mill. 

Diplococcus Pneumoniae and Croupous Pneumonia— R. P. v. Calcar, 
Zeitschr. f. Hygiene u. Infektionskrankheiten, Vol. LXXIII, No. i. 

Author found pneumococci in the oral mucosa of a few hundred 
healthy persons. However, in a patient who had died from croupous 
pneumonia he found pneumococci in the depths of the mucosa of the 
mouth. From the lower strata of the mucous membrane of the 
mouth the microorganisms may enter the blood current, and croup- 
ous pneumonia may thus result. Mill. 

The Liver in Erysipelas— W. Hildebrandt, Mitteilungen a. d. Grenzgcbieten 
d. Medizin it Chirurgie, Vol. XXV, No. 2. 

Urobilinuria occurs frequently in the course of erysipelas. Author 
considers this phenomenon to be the result of an acute parenchy- 
matous hepatitis. So long as the stroma of the liver is not involved 
the organ may again attain its physiological normality. 

Mill. 

RESPIRATORY AND CIRCULATORY ORGANS 
Common Cause of Cough— P. Hicks, Practitioner (London), Dec., 1912. 

A common cause of cough is a dry pleurisy affecting the layers of 
the pleura over the upper posterior surface of the lung. Physically 
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one notes on auscultation a dry^racking, usually over the outer area 
of the scapular region, and best heard on deep breathing. At times 
it sounds like the creaking of leather, it is never soft, and disappears 
coincident with the disappearance of the cough. Coughing produced 
by this condition is generally paroxysmal in character. The patient 
often wakes up in the night and coughs unceasingly for a long time, 
perhaps for two or three hours. Vomiting may occur. In some 
cases there is a simple dry hack. Expectoration is generally absent. 
The temperature, as a rule, is unaffected. This form of cough may 
follow a common cold and last for a long time. In practically every 
case the patient complains of a tickling of the throat behind the 
sternum. Sachs. 

Penny Sign in Pleurisy and Ascites— M. Brelet, Medical Press and Circular 
(London), Oct 2, 1912. 

To elicit the penny sign place a coin flat on the chest in front just 
below the nipple and have an assistant top it with another coin strik- 
ing it vertically. While this is being done the examiner listens over 
the back and side of the thorax. If the interior of the thoracic cavity 
is occupied by a homogenous medium, either solid or liquid, which 
conducts sounds more perfectly than normal pulmonary tissue, the 
percussion sound is audible as a clear ringing silvery vibration. The 
sign is therefore not pathognomonic of pleural effusion, but as mas- 
sive induration of the pulmonary parenchjrma is much more uncom- 
mon than pleural effusion, this sign when taken in conjunction with 
other signs and symptoms, will in most instances indicate the exist- 
ence of a liquid effusion into the pleural cavity. In a normal abdo- 
men the penny sign is negative. In obesity the sign is always nega- 
tive, a sound like that due to bronze being elicited. In 31 of 35 cases 
of ascites, the results were positive, that is, a silvery sound was 
heard. Sachs. 

Diagnosis of Bronchial Glands — B. Zabel, Miinchener med. Wochenschr., 

Dec. 3, 1912. 

The method of d'Espine, i. e. spinal auscultation of the whispered 
voice, is of greater value in the recognition of an enlargement of the 
bronchial glands than any other diagnostic procedure. Koranyi's 
spinal percussion is less sensitive ; it furnishes, however, reliable data 
provided the glands are sufficiently enlarged. — The general symptoms 
and the entire clinical picture must also be taken into due consider- 
ation. Mill. 

X-Rays in the Diagnosis of Lung Disease— D. Lawson, Practitioner (Lon- 
don), Jan., 1913. 

A. healthy lung and pleura offer practically no obstruction to 
X-rays. The appearance under X-rays is therefore one of dark. 
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parallel, horizontal shadows, corresponding to the form and shape of 
the ribs, separated from each other by clear spaces. Excess of air 
in the lung or pleura over normal corresponds to an abnormal degree 
of lightness or translucency in the intercostal spaces. Diminution 
of air in, or absence of air from the lung causes the organ more or 
less to solidify, and so to obstruct the passage of X-rays. This con- 
dition corresponds to a deep shadow on the screen or skiagram. 
Variations in the lung-content of air affect the position of the heart 
and overlying ribs. The width of the intercostal spaces which sepa- 
rates the ribs from one another may be increased by the pressure of 
excess of air in the lungs or pleura. On the contrary, the size of 
those spaces may become diminished and then the ribs tend to ap- 
proximate — a condition described as roof-tiling, where contraction 
or collapse of the lung is present. Fluid in the pleural sac obstructs 
the rays, and is represented by a shadow whose depth varies directly 
with the density of the fluid. Sachs. 

Bacteriology of Diseases of the Respiratory Organs in Children — 
G. Bruckner, W. Gaethgens and H. Vogt, Jsdirbuch f. Kinderheilktmde, 
Vol. LXXVI, No. 4. 

The influenza infection of the respiratory organs in children is 
frequent and demands the strictest attention. The infective agents 
of influenza, unlike other pathogenic microorganisms, do not 
frequently play the role of harmless saprophytes in the respiratory 
tract. The affections of the latter called forth by influenza bacilli 
are manifold. Especially characteristic of such affections is their 
persistency, their proneness to recidivate and termination in chronic 
processes. Mill. 

E^chinococcus of the Lungs— £. Behrenroth, Deutsches Archiv f. klin. 
Medizin, Vol. CVII, Nos. 5 and 6. 

The early diagnosis of pulmonary echinococcus, especially the dif- 
ferential diagnosis between incipient pulmonary tuberculosis or 
tumors, may be made in many cases by means of the blood examina- 
tion (eosinophilia, precipitin reaction, complement fixation reaction) 
and the X-rays. Western. 

Primary Cancer and Sarcoma of the Lung— R. G. Curtin, Monthly Cyclo- 
pedia and Med. Bull., Dec, 1912. 

In the diagnosis of primary malignant ^Jisease of the lung the fol- 
lowing points should be emphasized : First, the early emaciation in 
true carcinoma, before any local s)anptoms have made their appear- 
ance. Second, the marked dyspnea. Third, the little if any relief 
obtained by tapping. Fourth, the expectoration of a dark purple or 
red globule of blood encased in a transparent glazed coating or cap- 
sule and about the size of the end of the little finger. Western. 
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Direct Laryngoscopy, Tracheo-Bronchoscopy and Esophagoscopy— A. L. 

Turner and J. S. Fraser, Edinburgh Med. Jour., Jan., 1913. 

Indications for tracheo-bronchoscopy are (i) foreign bodies. 
Bronchoscopy removal has a mortality of only 9.6 per cent., whereas 
the let-alone method has a death roll of 27 per cent. (2) Cases of 
irritative cough where ordinary treatment has failed ; in these cases 
local applications of silver nitrate to the mucous membrane may re- 
sult in cure. (3) Localization of pulmonary disease for external 
operation, namely abscess of the lung. (4) Peritracheal and peri- 
bronchial stenoses due to enlarged mediastinal glands, malignant 
tumors, goiter and enlarged thymus. The advisability of direct 
examination in cases of aneurysm is disputed and on the whole the 
balance of opinion seems to be against bronchoscopy in such cases. 
(5) Tracheal and bronchial stenoses resulting from foreign bodies, 
syphilis, tuberculosis, and sarcoma. (6) bimple tumors of the 
trachea. The contraindications for its employment are, advanced 
cachexia, marked arteriosclerosis, aneurysm, and heart disease. In 
cases of tuberculous disease of the spinal chord and of large tumors 
or abscesses pressing on the trachea, the direct examination may 
cause death. Sachs. 

Rhythmic Changes in the Human Heart-Beat— G. C. Robinson and 
G. Draper, Heart (London), Vol. IV, No. i. 

In the 3 cases that are described, changes in the heart rate have 
been observed by graphic records which occur in a rhythmic manner. 
The phasic character of these changes is the only feature common 
to all. In the first case the rhythmic change was the result of the 
alternating success and failure of ectopic auricular systoles to stimu- 
late ventricular contractions. In the second case the auricular rate 
was changed rhythmically and became periodically so slow that the 
ventricles were able to inaugurate their own rhythm. The periodic 
changes in auricular rate resulted from the administration of digi- 
talis. In the third case ectopic auricular systoles occurred in groups 
at a rate more rapid than the normal sinoauricular rhythm, and the 
site from which they arose became periodically the cardiac pace- 
maker. The two cases in which ectopic auricular systoles periodical- 
ly became the cardiac pacemaker are apparently closely allied to or 
identical with paroxysmal tachycardia so far as the mechanism un- 
derlying the abnormal cardiac action was concerned. In the first 2 
cases, the nervous mechanism controlling the heart-beat seemed to 
be abnormal and played an important but not an exclusive role in 
the production of the rhythmic changes. In the third case, although 
there is less evidence of such an abnormalit}'', the sudden appearance 
of the unusual cardiac activity suggests that here also the nervous 
controlling mechanism was a factor in determining its onset. Sachs. 
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Paroxjrsmal Tachycardia— T. S. Hart, Heart (London), Vol. IV, No. 2. 

Paroxysmal tachycardias of ventricular origin are in author's ex- 
perience of rare occurrence. Of the 17 cases of paroxysmal tachy- 
cardia of which more or less studies have been made by graphic 
methods, the case described in this article is the only one in which 
the proof seems to be adequate that the damaged ventricular mus- 
culature is the underlying cause of the paroxysms. The ventricular 
tachycardia in this case shows a remarkable parallel to the conditions 
produced in a dog by Lewis when he tied the descending branch of 
the left coronary artery. It seems quite probable that in this case 
we are dealing with myocardial changes due to coronary disease, 
possibly following a syphilitic infection and the prolonged use of 
alcohol. • Sachs. 

Acoustic Phenomena in Mitral Stenosis— T. Lewis, British Med. Jour., 
Dec. 21, 1912. 

The diastolic murmurs of mitral stenosis are due to the rapid on- 
flow of blood through the stenosed mitral orifice. When the auricle 
contracts at the normal time and the heart beats slowly, the velocity 
tends to be greatest in presystole, otherwise it is usually greatest in 
early diastole; these are the periods at which murmurs are most 
commonly heard. Sachs. 

Endocarditis Lenta—R. H. Major, Johns Hopkins Hospital Bull., Nov., 1912. 

The diagnosis of endocarditis lenta can be made positively only 
upon the presence of the Streptococcus viridans. When this organism 
has been isolated we can almost invariably foretell the outcome of the 
illness, even to prophesying the probable occurrence of cerebral em- 
bolism. However, some cases of endocarditis lenta may give neg- 
ative blood cultures during life, in spite of repeated attempts, al- 
though the S. viridans may be isolated from the heart valves after 
death. — Few diseases present a more stereotyped clinical picture. 
The onset is usually insidibus, the symptoms vague. There is often 
a gradually developing shortness of breath, a sense of lassitude which 
increases until the patient takes to his bed, accompanied by some 
elevation of temperature and vague pains in the joints. There is an 
anemia, usually of a secondary type, the hemoglobin readings vary- 
ing between 50 per cent, and 67 per cent. Well-defined heart mur- 
murs are generally present. The mitral valve is mostly involved. 
Embolism usually becomes apparent later in the course of the dis- 
ease. There may be petechiae on the skin, cerebral emboli with 
hemiplegia and aphasia, and emboli to the kidneys producing acute 
nephritis, occasionally with hematuria. The duration of the illness 
varies from a few months to about two years. Western. 
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Observations upon a Curious and not Uncommon Form of Extreme 
Acceleration of the Auricle "Auricular Flutter"— T. Lewis, Heart (Lon- 
don), Vol. IV, No. 2. 

A condition is described and spoken of as "auricular flutter." It 
is not uncommon clinically (i6 cases are collected), and it occurs for 
the most part in elderly subjects. It is characterized by an extremely 
rapid auricular action : the rate being from 200 to 330 per minute 
(usually about 300). Generally, when it develops, it persists for 
months or years. It may occur in shorter paroxysms. The auricular 
rhythm is the result of pathological or heterogenetic impulse forma- 
tion. The new rhythm is probably also ectopic. It is not under 
nerve control. The rate is wonderfully constant in most subjects 
and is practically uninfluenced by posture, exercise, or nerve stimula- 
tion. Its persistence is probably attributable to habit rather than to 
a continuation of the exciting cause. As a rule, the ventricular rate 
is half the auricular rate, but it may be the same as the auricular, or 
any grade of heart-block may be present. Thus, the ventricle may 
beat at rates varying from 30 to 300 ; it may beat regularly or ir- 
regularly. The rate of the ventricle is controlled by the functional 
condition of the junctional tissues ; conduction is decreased by digi- 
talis and its allies, and increased by exercise. The heart-block is 
increased by vago compression, and this seems to be especially the 
case when it is influenced by digitalis. Auricular flutter is closely 
related to similar tachycardias of lesser rate on the one hand and to 
auricular fibrillation on the other. It may pass to one or the other. 
All such disturbances have a common pathology. Even when it has 
been present for many months, flutter may often be abolished by the 
administration of digitalis. This drug induces temporary fibrillation, 
and the normal rhythm is subsequently restored and may persist. 
The pulse in auricular flutter may be perfectly regular, and slow or 
fast. Pulse irregularities which suggest the presence of extra sys- 
toles or fibrillation are frequent. 

Sachs. 

Description of a Case of Acute Heart-Block including Postmortem 
Examination— A. E. Cohn and T. Lewis, Heart (London), Vol. IV, No. i. 

A case of Adams-Stokes syndrome is described in which brady- 
cardia occurred from time to time for nearly 6 years. An electro- 
cardiographic examination 13 days before death revealed complete 
heart-block. The patient died in coma; old inflammatory lesions 
were found postmortem which seriously compromised, but did not 
completely divide the main stem and branch of the auriculo-ven- 
tricular bundle. 

Sachs. 
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Increase of Pressure in the Venous System on Exertion in Functional 
Cardiac Diagnosis— E. Schott, Deutsches Archiv f. klin. Medizin, 
Vol. CVIII, Nos. 5 and 6. 

Individuals with healthy hearts experience no or but little pressure 
increase in the venous system on exertion. The stronger the clinical 
insufficiency of the heart the greater will be the increase in venous 
pressure on exertion. Western. 

Significance of the Auricular Pulse in the Liver— G. Joachim, Deutsches 
Archiv f. klin. Medizin, Vol. CV, Nos. i and 2. 

The occurrence of presystolic or auricular hepatic pulse is possible 
without the presence of tricuspid stenosis. It may ensue when the 
roots of the veins are engorged by blood, when the hepatic veins are 
dilated by congestion, and when the musculature of the right auricle 
is not unduly strained. Western. 

Aneurysm of the Thoracic Aorta — I. I. Lemann, New Orleans Med. and 
Surg. Jour., Dec, 1912. 

Thoracic aneurysm is much more common than usually thought. 
By learning to look, we shall learn to find. Percussion of the space 
at the base of the heart should be included in the routine percussion 
of the heart outlines. — Percussion is, of all methods of physical 
examination, the one that gives the earliest information of the medi- 
astinal changes. — Fluoroscopy and skiagraphy should be practised in 
all cases showing suspicious phenomena. — Pains in the precordial 
region, intercostal neuralgia and arm pains should lead to a very 
careful examination of the mediastinum. The pains may be referred 
pains, the neuralgias be pressure neuralgias. Western. 

ALIMENTARY TRACT 

Gastroptosis and Rdntgenology— £. Schlesinger, Deutsches Archiv f. 
klin. Medizin, Vol. CVII, Nos. 5 and 6. 

Gastroptosis is a prolapse of the stomach which is produced ( i ) 
by elongation of the stomach walls, (2) by descent of the cardia and 
the upper pole of the stomach, and (3) by descent of the pylorus. 
In the great majority of the cases all three factors are represented ; 
occasionally one or the other factor may be absent, but elongation of 
the stomach— dilatation — ^appears to be invariably present. All these 
changes generally arise on the common basis of a hypotonia of the 
organism. This hypotonic state is mostly congenital, but it may also 
be acquired (tuberculosis, Basedow's disease, senility). The hypo- 
tonia of the gastric walls corresponds to the general asthenia. 

Western. 
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Syphilis of the Stomach— J. S. Myer, Interstate Med. Jour., Nov., 1912. 

The following conclusions are drawn: A careful history should 
be taken in every case of chronic gastritis, ulcer of the stomach, and 
tumors of the stomach, with special reference to the possibility of 
lues. If a definite syphilitic history is obtained, and especially in the 
presence of a positive Wassermann or Nog^chi reaction, antiluetic 
treatment may be instituted. If the chronic gastritis or ulcer is not 
of luetic origin, the patient would be very apt to rebel against iodides. 
In cases of doubtful tumors of the stomach not obstructing the py- 
lorus or cardia, whether or not a luetic history or a positive Wasser- 
mann reaction is obtained, it would be well to institute antiluetic 
treatment for a short time, at least. If, however, the growth is 
already obstructing the pylorus, even though a positive history and a 
positive Wassermann have been obtained, gastroenterostomy should 
be done to avoid the dangers of temporizing, and antiluetic treatment 
should be instituted afterwards. Western. 

Gastrointestinal Hemorrhage— £. Fuld, Berliner klin. Wochenschr., 
Oct. 28, 1912. 

In case a gastric or intestinal disturbance endures for some time 
or when there exists a marked anemia, every practitioner should 
examine for occult blood in the feces. The guaiac test, if properly 
executed, suffices for all practical purposes. Mill. 

Rdntgenoscopy and the Diagnosis of Colonic Adhesions — A. Pers, 
Deutsche med. Wochenschr., Oct. 24, 1912, 

For the demonstration of abnormal fixations of the colon, whether 
they are the result of inflammatory processes or former operations, 
palpation of the colonic segments during Rontgenoscopy is of very 
great import. The data thus obtained may guide the operator where 
adhesions are to be removed. Mill. 

Primary Cancer of the Vermiform Appendix— J. M. Graham, Edinburgh 
Med. Jour., Jan., 1913. 

Author investigated 6 cases. The presence of a tumor was sus- 
pected in 3 cases at the time of operation, in the other cases it was 
found on longitudinal section of the organ. The age in all cases 
was under 30 years. The tumor was situated at or near the tip in 4 
cases, in the middle third in 2 cases. The tumors had a characteristic 
yellowish color, and in all the cases the lumen was obliterated at the 
site of the growth. Signs of old appendicitis were found in every 
case at the site of the growth. Concretions were present in 2 cases, 
and a whip worm in one case. Microscopically, the tumors are 
chiefly spheroidal-cell cancers ; in all 3 cases they represent a transi- 
tion between spheroidal-cell and adeno-carcinoma. No enlarged 
glands or metastases were observed. Sachs. 
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Proctosigmoiditis— A. Ohly, Deutsche med. Wochenschr., Oct 24, 1912. 

Chronic hemorrhagic proctosigmoiditis^ usually exhibiting itself by 
more or less pronounced hemorrhages, but not causing any trouble 
in some of the cases, is produced by obstinate constipation. 

Mill. 

Diagnosis of Chronic Pancreatitis — Guleke, Archiv f. Win. Chirurgie, 
Vol. IC, No. I. 

Chronic pancreatitis exhibits a number of rather characteristic 
symptoms. There are spontaneously occurring pains deep in the 
abdomen above the umbilicus. These pains radiate occasionally to- 
ward the back, especially the left scapula. There are pressure pains 
in the same region. Palpation of this region is of great import 
before the X-ray screen. There may also be a certain degree of 
resistance in the pancreatic region. The Cammidge reaction is of 
no value in the diagnosis of pancreatic disease. Mill. 

Pancreatic Disease— O. Gross, Deutsches Archiv f. klin. Medizin, Vol. CV, 
Nos. I and 2. 

Report of 2 cases of pancreatic disease. In one of the cases the 
autopsy confirmed the diagnosis. In both cases there were symptoms 
of mild diabetes and the typical manifestations of steatorrhea, which 
latter was not caused by any intestinal disturbance. The deficient 
albumin digestion demonstrated itself by azotorrhea and kerator- 
rhea ; trypsin was entirely absent from the stools. In both cases fat 
cleavage was undisturbed ; the steatorrhea seemed to be the result of 
disturbance of absorption of the fatty acids. Western. 

NERVOUS SYSTEM 

Examination of the Cerebrospinal Fluid — O. Berghausen, Interstate Med. 
Jour., Jan., 1913. 

Examination of the spinal fluid is of import, both from a diagnostic 
and prognostic standpoint, in all instances when symptoms on the 
part of the central nervous system do not quickly subside. In syphilis 
of the tract there is practically always an increased cell count, in- 
creased globulin, or a positive Wassermann reaction. One or all of 
these findings may be present. A negative cell count, negative 
globulin reaction, and a negative Wassermann reaction mean absence 
of syphilitic involvement of the central nervous system, although 
another system may be affected. The reduction test with diluted 
Haines' solution is present in practically all cases. The precipitin 
reaction is too delicate for clinical purposes. Its use is still limited 
to those instances in which one wishes to prove that a given fluid or 
serum is of human origin. Western. 
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Backache — S. J. Hunkin, California State Jour, of Medicine, Dec., 1912. 

Most sciaticas and lumbagos, not due to cord lesions, are generally 
caused by errors in bodily poise and balance, associated in the large 
majority of cases with osteal and periosteal changes in the vertebrae; 
changes which may generally be discovered clinically and demon- 
strated by the X-ray. Changes in the bone interfering with ordinary 
mobility cause pain which is to be considered as an expression of 
nerve-root irritation, due in one case to postural errors and in an- 
other to bony outgrowths, which either impinge on one another, or 
intrude upon the caliber of the root channels and afford roughened 
and irregular passage. Western. 

Cyanosis in Dementia Praecox— W. B. Cornell, Jour. A. M. A., Dec 21, 
1912. 

A cutaneous cyanosis is found in a large majority of dementia 
praecox cases most frequently and intensely in the catatonic form, 
next in order in the hebephrenic and then the paranoid. It is part 
of a generalized vasomotor disturbance consisting in a phlebostasis 
of unknown origin. Cyanosis is variable within large limits even in 
the same patient. It offers a valuable diagnostic sign in differentiat- 
ing dementia praecox from manic-depressive insanity, imbecility, 
hysteria, constitutional inferiority and occasionally the organic 
psychoses. Western. 

Epilepsy and Pregnancy— J. Audebert, Gynakologische Rundschau, Vol. VI, 
No. 18. 

The influence of pregnancy upon epilepsy is a very varying one. 
In half of the cases the neurosis is improved, while in the other half 
either no influence at all is noted or the convulsive attacks are more 
frequent and violent. Mill. 

URINARY ORGANS— MALE GENITALIA 

Albuminuria in the Newborn— A. v. Reuss, 84. Versammlung deutscher 
Naturforscher u. Aerzte, Sept 15 to 21, 1912. 

Examinations conducted together with M. Zarfl. Five hundred 
urine samples from breast-fed nurslings during the first 5 weeks of 
life were studied. Nearly all children excrete small amounts of 
albumin during the first few days of life. The maximum excretion 
as to frequency and intensity ensues between the first and third day.- 
Traces of albumin are frequently met with until the second week ; 
in other instances albumin may yet be demonstrated in the urine of 
breast-fed children in the second half of the first month. When the 
acetic acid — potassium ferrocyanid method is employed the total al- 
bumin content of the urine is usually precipitated by the acetic acid. 



Digitized by 



Google 



Progress of Diagnosis and Prognosis 91 

This is probably due to the presence of relatively large quantities of 
albumin-precipitating substances which are generally overabundant. 
Albuminuria in the newborn is caused by circulatory disturbances 
especially the congestive processes ensuing during parturition. Other 
factors as infection, toxins, uric acid infarct and particularly the 
loss of water supervening in the first days of life, may influence the 
duration and intensity of the albumin excretion, but cannot be con- 
sidered its primary causes. Mill. 

Chronic Nephrosis in Childhood— O. Heubner, 84. Versammlung deutscher 
Naturforscher u. Aerzte, Sept 15 to 21, 1912. 

Report of 73 cases of chronic infantile nephrosis. There are two 
forms of the affection. The first form, if at all, occurs but rarely 
in the adult. It is characterized by a long enduring and almost un- 
interrupted hemorrhagic nature of the urine and the regular appear- 
ance of marked dropsical states. The amount or urine is mostly 
subnormal ; that of albumin very large. White and red blood cells 
and casts of all descriptions are found in the sediment. Uremia is 
always imminent in these cases. The prognosis is invariably un- 
favorable. Etiologically a constitutional predisposition (lympha- 
tism) with an additional infection seem to be of import. — The second 
form of chronic infantile nephrosis is closely related to the former 
excepting that the hemorrhagic character of the urine is entirely 
missing, and that its course is usually not of such a protracted nature. 

Mill. 

Tube-Casts— H. B. Erdman, Jour. A. M. A., Nov. 30, 1912. 

The process of nephritis probably involves all the structures of 
the kidney, in no case affecting either the parenchyma or the inter- 
stitial tissue alone, however great variations occur in the intensity 
and duration of the process, and these factors are responsible largely 
for the different types. The regenerative power of the kidney is 
great. Restoration follows nephritis of considerable intensity from 
acute infections ; even in more advanced cases there is marked and 
prolonged power of the kidney to adapt itself to conditions. In 
estimating the value of casts, we should bear in mind that the kidney 
is subject to normal wear and that periods of exaggerated waste of 
kidney tissue may exist at times without exceeding the limits of 
repair; also that as age advances slight kidney changes are more 
apt to occur, these often being focal, or involving only small parts of 
tissue, such as in the senile and arteriosclerotic kidneys. Tube- 
casts give no reliable information as to the functionating power of 
the kidney. It is natural to infer that their presence in the tubules 
is a hindrance to free excretion, though to what extent this may be 
the case is yet to be determined. Western. 
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Unilateral Renal Hematuria— A. Randall, Jour. A. M. A., Jan. 4, 1913. 

In a majority of cases of unilateral renal hematuria nephritis with 
its concomitant congestion plays the leading role. In a second 
group the bleeding is from varicosities in the pelvis secondary to 
congestion resulting from some extrinsic conditions. In a third 
group the hemorrhage is due to either rupture of a vessel or diape- 
desis through red blood vessels, secondly to congestion. 

Western. 

Urinary and Genitourinary Tuberculosis— E. H. Fenwick, Practitioner 
(London), Jan., 1913. 

There are three great facts connected with urinary tuberculosis, 
(i) The kidney is the first section of the urinary tract affected, 
and only one kidney is at first implicated. (2) No thickened ureter 
exists without a diseased kidney. (3) The bladder is not aflfected 
by tubercle bacilli at first — it is merely scalded and, as such, its irrit- 
ability is the sentient expression of a suffering kidney. This, then, 
is the psychological moment to interfere on the chance of cure. 
Half of the patients start with bladder symptoms like those of cys- 
titis, and subsequently have one aching kidney. The other half be- 
gin by complaining of pain in one kidney, but subsequently they ex- 
hibit s)rmptoms like those of cystitis. The practitioner's pitfall lies 
in the prominence of and insistence of the bladder distress in a large 
proportion of the cases, and thus he overlooks the origin of the 
disease in the kidney. Sachs. 

Prognosis of Renal Tuberculosis — T. Rovsinc, Jour. A. M. A., Dec 21, igi2. 

We never know whether a case of renal tuberculosis is early or 
advanced, malign or benign. Behind the slightest, most veiled 
symptoms the most advanced, the most malignant tuberculosis may 
be hid. Again, there exists no convincing case of tuberculous kidney 
cured by conservative treatment. It is statistically proved that by 
nephrectomy 75 per cent, of all patients operated on can be saved. 
The possibility of a radical cure is dependent on two conditions: 
(i) that the point where the tuberculosis originates within the uro- 
genital organs can be radically removed, and (2) that at least the 
one kidney is sound. Western. 

Renal Tuberculosis and Nephrectomy— F. Suter, Munchener med. 
Wochenschr., N*ov. 5, 1912. 

Most cases of renal tuberculosis make their initial clinical appear- 
ance in the form of a spontaneously produced cystitis. The attention 
of the patients is first drawn to their affection by disagreeable sensa- 
tions during miction and the frequency of urination. Among 60 
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patients nephrectomized by author on account of renal tuberculosis, 
the onset of the disease ensued in this manner, and but 7 had either 
renal pains or the disease was accidentally discovered on the occasion 
of a urinary examination. A definite diagnosis and localization of 
the aflFection can only be made by means of ureteral catheterization. 
Of the 60 nephrectomized patients one died immediately after opera- 
tion ; of the remaining 59 patients 4 passed away after some time. 
The total mortality of 8 per cent, is very low if compared with 
Israel's statistics (25 per cent, total mortality, i.e. 12.9 per cent, im- 
mediate and ID to 15 per cent, remote mortality). Of the 55 patients 
operated upon, 5 are not included in this statistical report because 
the operations took place less than six months ago. Of the remain- 
ing 50 patients 28, that is 56 per cent, are entirely cured ; 17, that is 
34 per cent, are decidedly improved (of the latter 17 have clear 
urine, but some bladder trouble is still present in 5). One patient 
has still a fistula, and 11 are as yet aflFected with cystitis. Partly or 
temporarily improved are 5, that is 10 per cent. — ^All improved pa- 
tients except one woman still show some bladder s)anptoms. This 
is even the case in 5 patients who exhibit entirely normal urines. All 
the slightly or temporarily improved patients suffer from more or 
less affected bladders. The prognosis, hence, depends upon the con- 
dition of the bladder. The bladder capacity at the time of the first 
examination is of decided prognostic assistance ; it amounted in those 
who were entirely cured to 270 cc; the markedly improved to 150 
cc, and the slightly improved to 130 cc. An early operation, at the 
time when the kidney alone is affected, offers greater probability 
for a cure than an operation when the bladder exhibits grave tuber- 
culous changes, the cure of which must be left to the organism itself. 
The prognosis of renal tuberculosis depends upon the physician who 
is first in attendance whether or not he makes the diagnosis early 
enough that an early operation may be undertaken. 

Mill. 

Chemical Analyses of Urinary Calculi— M. Kahn and J. Rosenbloom, 
Jour. A M. A, Dec. 21, 1912. 

Chemical analyses of 25 renal calculi and 2 cystic calculi. The 
true renal calculi were composed almost entirely of calcium salts, 
while the cystic calculi were composed almost entirely of uric acid. 
The following conclusions are drawn: (i) The large majority of 
renal stones are composed of oxalate of lime. (2) Uric acid and 
the urates are found in all renal concretions, but it is rare to find a 
renal calculus that is mainly composed of the urates. (3) The 
shape, color, consistency, etc., of a stone do not form a criterion of 
its chemical composition. 

Western. 
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FEMALE ORGANS OF GENERATION— PREGNANCY- 
PARTURITION— INFANTS 

Differential Diagnosis between Ascites and Flaccid Oyarian Cysts — 
A. DiENST, Miinchener med. Wochenschr., Dec. lo, 1912. 

In spite of all diagnostic means, it is sometimes impossible to dif- 
ferentiate between ascites and flaccid ovarian tumors. There are 
cases of ovarian cysts the secretion of which resembles very much 
the ascitic fluid ; vice versa, there are instances of ascites with chylous 
admixture that are diagnosed as ovarian cyst with a thin pseudo- 
mucin secretion. In such cases (when operation was refused) 
author employs the following simple method for diflferentiation. In 
the ascitic fluid fibrinogen is always contained, i.e. there is an al- 
buminous substance that is precipitated by a concentrated solution 
of sodium chlorid ; this substance does not occur in an ovarian cyst. 
After the puncture has been made some of the escaping fluid is 
caught in a test tube to which is added sodium chlorid in sufficient 
amounts. The test tube is then set aside and the sodium chlorid 
allowed to dissolve. In case a flocculent sediment appears after 
some time the fluid is derived from ascites even if it should look 
exactly like the contents of an ovarian cyst, and no laparotomy is 
made. If, however, no characteristic sediment is produced then the 
case under observation is not one of ascites and the patient should 
be subjected to an exploratory laparotomy. Mill. 

Prognosis in Gelatinous Glandular Cysts of the Ovary— T. Wilson, Pro- 
ceedings Rojral See. Medicine, Nov., 1912. 

Laparotomy was performed in 33 of the cases collected by Stross- 
mann; 15 of the patients died within four weeks. Death was appar- 
ently due to toxemia from the breaking down of the gelatinous 
material. Only 15 cases were cured by the laparotomy. The outlook 
as regards freedom from recurrence is doubtful. Of author's own 
cases 5 recovered after operation, and one died from a psoas abscess 
of unknown origin two years after operation. Sachs. 

Malignant Degeneration of Uterine Myoma— Hertel, Monatsschr. f. 
Geburtshilfe u. Gynakologie, Vol. XXXVI, No. 3. 

Among 468 cases of uterine myoma which came to operation there 
were 13 with sarcomatous degeneration. Malignancy was not posi- 
tively diagnosed before operation in any of these cases. The neo- 
plasms were mostly of the submucous type. Mill. 

Age of the Mother and Sex of the Fetus — Ahlfelo, Monatsschr. f. Geburts- 
hilfe u. Gynakologie, Vol. XXXVI, No. 3. 

The standpoint formerly occupied by author was that the birth 
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rate of boys is markedly increased when the mother at the birth of 
her first child is above a certain a'ge. His recent investigations have 
shown that the age of the mother is unimportant as far as sex for- 
mation is concerned, and that there ensues no excess of boys when 
the primipare is more advanced in years. Mill. 

Sugar Metabolism in Pregnancy— £. Bergsma, Zeitschr. f. Geburtshilfe u. 
Gynakologie, VoL LXXII, No. i. 

The determination of sugar in the blood before and after ingestion 
of glucose gives a better understanding of the sugar metabolism in 
the organism and the functional activity of the liver than the examin- 
ation of the urine for glucose. In normal pregnancy the sugar meta- 
bolism is not disturbed ; there is no diminished hepatic activity, and 
a so-called pregnancy liver, so far as the sugar metabolism is con- 
cerned, does not exist. The frequently occurring alimentary glyco- 
suria is caused by a physiological overactivity of the renal epithelia. 

Mill. 

Rashes occurring during the Puerperium— J. Byers, British Med. Jour., 
Oct 26, 1912. 

Scarlatina is rarely encountered during the puerperium. As a rule 
that which is designated as "puerperal scarlatina" is a form of septic 
infection with a rash resembling the eruption seen in scarlet. The 
puerperal woman may contract from a person with true scarlatina 
either, (i) true scarlatina, or (2) septicemia arising from the sec- 
ondary septic changes which are apt to take place in the throat in 
scarlatina. The former occurrence seems to be rare, while the latter 
should be avoided by modem aseptic and antiseptic precautions. 

Sachs. 

Streptococci in the Vaginal Secretion of Puerperient Women— K. W. 
JoTTEN, Zentralblatt f. G3makologie, 1912, Nos. 45 and 46. 

In the vaginal secretion of 100 gravid women author found strep- 
tococci in 67 cases, of which 14 showed typical hemolysis. Of all 
these women but a single one had temperature elevation for two days. 
The examination of the lochia of 20 non-febrile lying-in women 
demonstrated the presence of typical hemolytic streptococci in 14 
instances. Mill. 

Acetonuria in Extrauterine Gravidity— J. Novak and O. Forges, Berliner 
klin. Wochenschr., Nov. 25, 1912. 

The occurrence of acetonuria in a suspected case of extrauterine 
pregnancy confirms this supposition without being an absolute proof 
of the same. Mill. 
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Weight of the Fetus in the Eighth Month— Nacke, Zcntralblatt f . Gyna- 

kologie, 1912, No. SI. 

The generally accepted measures and weights for children deliv- 
ered at full term are much too small. Four weeks before t^^^^"^' 
pletion of pregnancy the fetus has already attained the weight ana 
size of full-term children. The last 4 weeks of pregnancy are utilizea 
for the internal completion of the human organism. Mill. 
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A MANUAL OF AUSCULTATION AND PERCUSSION. Embracing the 
Physical Diagnosis of Diseases of the Lungs and Heart and of Thoracic 
Aneurysm and of other Parts. By Austin Funt, M.D., LL.D., Late Pro- 
fessor of the Principles and Practice of Medicine and of Clinical Medicine 
in the Bellevue Hospital Medical College, etc. Sixth Edition, Revised and 
Enlarged by Haven Emerson, A.M., M.D., Associate in Physiology and 
Associate in Medicine, College of Physicians and Surgeons of Columbia 
University; Assistant Visiting Physician, Bellevue Hospital. Illustrated. 
Philadelphia and New York, Lea and Febiger, 1912. 

Flint's Manual of Auscultation and Percussion certainly needs no 
introduction to our readers. The present edition contains two brief 
chapters by the reviser, one on the examination of the abdominal 
viscera, the other on that of the nervous system. H.S. 

NEW ASPECTS OF tolABETES. Pathology and Treatment By Dr. Cam. 
VON NooRDEN, Professor of the First Medical Clinic, Vienna. Lectures 
delivered at the New York Post-Graduate Medical School, New York. 
New York, E. B. Treat and Company, 1912. 

The reviewer cannot for the life of him see what there is "new" 
in von Noorden's "Aspects of Diabetes." 

The translation has been fairly done, and the mechanical "get up" 
of the little volume is a credit to the publishers. 

H.S. 

BUILDING A PROFITABLE PRACTICE. Being a Text-Book on Medical 
Economics. By Thomas F. Reilly, M.S., M.D., Professor of Applied 
Therapeutics, Medical Department, Fordham University, New York City. 
Philadelphia and London, J. B. Lippincott Company. 

No young practitioner starting out on his hazardous journey can 
consider himself properly equipped and thoroughly forearmed who 
has not imbibed the knowledge Dr. Reilly's book conveys. Each and 
every chapter offers some practical suggestion and grains of wisdom 
gleaned from wide experience and from direct contact with humanity 
under manifold and varied conditions. The mode of deportment 
best suited to meet both the common exigencies and puzzling situa- 
tions certain to arise in every practice, is fully and intelligently ex- 
plained. In our estimation a fitting sub-title for this text-book, and 
one which would express its quintessence, would be "Medical Tact". 
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Very little attention is given in our medical schools toward im- 
parting a knowledge of this most essential perquisite of a successful 
physician, and the author rightly estimated its immeasurable im- 
portance and gives it due consideration in the building up of a 
profitable practice. S. S. 

AUTO-INTOXICATION AND DISINTOXICATION. An Account of a 
New Fasting Treatment in Diabetes and other Chronic Diseases. By 
Dr. G. GuELPA (Paris). Translated by F. S. Arnold, B.A., M.B., B.Ch. 
(Oxon). With an Introduction by the Translator and a Chapter on the 
Use of the Method in the Treatment of Morphine Addiction by Oscar 
Jennings, M.D. (Paris). New York, Rebman Company. 

It is only unmitigated Gallic imagination that can see in "periods 
of abstinence with purgation" the panacea for diabetes. "Die Bot- 
schaft hor' ich wohl, allein mir fehlt der Glaube." 

H. S. 

PATHFINDERS IN MEDICINE. By Victor Robinson. With a Letter 
from Ernst Haeckel and an Introduction by Abraham Jacobi. New York, 
Medical Review of Reviews, 1912. 

The reviewer read this book with much pleasure and hopes that 
some more volumes on kindred topics will be written by the facile 
pen of the author. Such books are sadly needed. 

H. S. 

AN INTRODUCTION TO THE STUDY OF ADOLESCENT EDUCA- 
TION. By Cyril Bruyn Andrews. New York, Rebman Company, 1912. 

This book, at the same time instructive and opening new vistas, 
can heartily be recommended to all physicians whose prescription 
pad is not their alpha and omega. 

The following lines from the preface characterize its spirit : — "We 
are realizing that many school offences are due to the fact that the 
delinquents have had no share in the making of the laws which they 
have broken, and have taken no part in the discussion which has 
preceded their enactment. On a fuller recognition of this psycho- 
logical fact much of the future evolution of our educational theory 
depends. Anger or pity has also in the past led us into errors from 
which a little calm and reasonable thought would often have saved 
us. We seem to have been quite satisfied with good intentions, and 
our religious faith appears to have hindered rather than furthered 
our educational investigations. We are only just realizing that pre- 
vention is man's work, not God's alone, and that the sphere of religion 
is not merely confined to works of rescue. If we look far into the 
future there is great cause for hope. As we realize that our children 
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are educated by influences, and not by information, we shall demand 
a different type xrf teacher, and there is little doubt that our race 
possesses qualities capable of producing it. We shall look more and 
more to the child to guide us in the manner and substance of our 
teaching, and we shall discover how often the happiness of the adult 
has been ruined by the teaching of philosophy a few years too soon 
or a few years too late." H. S. 

VACCINE THERAPY, Its Theory and Practice. By R. W. Allen, M.D., 
B.S. (Lond), Late Clinical Pathologist to the Mount Vernon Hospital for 
Disease of the Chest; Late Pathologist to the Royal Eye Hospital; Late 
Gull Student of Pathology, Guy's Hospital. Fourth Edition. Philadelphia, 
P. Blakiston's Son and Co., 1913. 

This is not only a fourth edition, but an entirely rewritten book 
giving a good account of all that is worth knowing about the vaccine 
treatment. Its usefulness will certainly be appreciated by the medi- 
cal practitioner. L. B. S. 

MEDICAL MEN AND THE LAW. A Modern Treatise on the Legal 
Rights, Duties and Liabilities of Physicians and Surgeons. By Hugh. 
Emmett Culbertson, of the Ohio and New York Bars; Contributing Editor 
to the Laning, Ohio, "Encyclopedic Digest," "Notes on the American 
Decisions and Reports," and many other Legal Publications. Philadelphia 
and New York, Lea and Febiger, 1913. 

This book must not be confounded with one on medical juris- 
prudence, of which we have legion. It is all in a class by itself by 
dealing with the salient features of the modem law pertaining to 
practitioners of the healing art. It is a book we all have been looking 
for since our first suit at law, and we all, I am sure, will at once 
recognize its value to use as professional men, family advisers and 
citizens. H. S. 

NAPOLEON'S CAMPAIGN IN RUSSIA ANNO 1812. Medico-Historical. 
By Dr. A. Rose. With Illustrations by O. Merte, Taken from elin "In 
Russland, 1812." Published by the Author, 173 Lexington Ave., New 
York, 1912. 

A g^eat historical event like Napoleon's campaign in Russia af- 
fords a great deal of contemplation to the student, even after a hun- 
dred years. This is especially the case as far as the medical side of 
the campaign is concerned, for here are many questions that have 
never been answered, and many a riddle awaiting solution. With 
this object in mind, the author has set out to lay bare the facts from 
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the standpoint of the physician, but it is a pity that so little authentic 
and impartial literature was at his command. 

Be that as it may, it is an active practitioner, a man who has done 
things in and for the profession, and not a pedantic professor of 
medical history, who has again made vivid to us the tragic events of 
1812. 

We certainly admire Dr. Rose's erudition, and are grateful to him 
for permitting us to profit by this, his sincere effort. H. S. 
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CHRONIC APPENDICITIS VERSUS DUODENAL ULCER 
AND THEIR ASSOCIATION 

By JOHN B. DEAVER 
F^rofessor of the Practice of Surgery, University of Pennsylvania ; Surgeon in 

Chief, German Hospital 

Philadelphia 

Of all the conditions with which the abdominal surgeon is brought 
in contact, there are perhaps none which are at times more similar 
in their symptom-complex, and therefore more difficult to differ- 
entiate, than chronic appendicitis and atypical chronic duodenal 
ulcer. 

No doubt there are many who will recall cases in which they have 
seen these two conditions so nearly resembling each other that only 
at the operating table has the positive diagnosis been made. 

There is, however, another phase of the subject which must re- 
ceive our closest attention, and that is the association of duodenal 
ulcer with chronic appendicitis, for in quite a percentage of cases, 
ivhere the appendix, ^cutely or chronically diseased, has been rc- 
xnoved, duodenal ulcer is a subsequent condition calling for operation. 

Unfortunately, all cases of duodenal ulcer and chronic appendi- 
citis do not present the typical text-book picture, and it is the type 
of case in which there are vague and confusing symptoms and signs, 
to which I would particularly draw attention. 
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Both duodenal ulcer and chronic appendicitis are more common in 
males than in females. Ulcer usually occurs between the ages of 
ten and forty, but the average case is found in a young adult male. 
Infeld reports a case of perforated ulcer in a boy of fifteen, while 
Kiittner has found at autopsy evidences of non-perforating ulcer in 
children of thirty days and four years of age respectively. Helm- 
holz and others have found duodenal ulcer to be a not infrequent 
cause of melena neonatorum. I have seen duodenal ulcer in a 
patient eighty years of age. 

Appendicitis is common at any period beyond childhood, being 
more frequent in young and middle-aged people than in the aged. 
Cases of acute appendicitis occurring in children under fifteen months 
of age have been reported. 

In duodenal ulcer there is a great tendency to remission of symp- 
toms, and the attacks usually occur in the cooler months, due to 
chilling of the surface of the body and visceral congestion. 

Appendicitis is a disease of the warm months and the attacks 
occur with greater frequency and are usually more severe in char- 
acter in the summer months though the preponderance is not marked. 

As to habits, the patient who leads a quiet, sedentary life, not pay- 
ing much attention to diet or regulation of the bowels, is likely to 
develop a chronic disease of the appendix, while the man who uses 
tobacco and alcohol freely and shows no discretion in what or when 
he eats, is the one in whom duodenal ulcer is prone to occur. 

In the majority of cases of chronic appendicitis, there is a history 
of an antecedent acute attack of abdominal pain which is referred to 
the lower right abdomen. In cases in which the appendix is situ- 
ated retrocecal with its tip pointing upward, the pain is usually re- 
ferred to the upper right abdomen. 

The pain in chronic appendicitis is more or less constant and is 
dull and aching in character, being aggravated by physical exercise 
of any sort and usually does not bear any relation to eating. On 
the other hand the pain of duodenal ulcer in the usual case occurs 
from two to six hours after eating and is located in the epigastric or 
right hypochondriac regions, at times being referred to the back. 
The pain is dull and boring in character and is usually relieved by 
taking food. In the cases where the typical after meal and hunger 
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pains do not occur, we are often at sea to determine whether the 
pathology lies in the appendix or duodenum. In chronic appendi- 
citis, where the condition of pylorospasm exists, the pain is referred 
to the epigastrium, and this, together with the various digestive dis- 
orders attending it, makes a clinical diagnosis almost impossible. 
Permit me to cite a recent personal case in which this fact is beauti- 
fully illustrated : 

C. G., male, age 27 years. Admitted to the German Hospital, 
January 22^ 1913. 

Chief complaint was a dull heavy feeling in the epigastric region. 

Past history shows that for the last five years he has experienced 
this epigastric distress. He has had a dull, boring pain which comes 
on about three hours after eating, at times relieved by eating. Has 
had a sensation of distention with belching of large quantities of 
gas. Feels nauseated at times but has never vomited. No hematem- 
esis, no melena. The patient states that his symptoms would entirely 
clear up for two or three months at a time and then recur. Has 
been troubled with constipation. Uses tobacco and alcohol freiely. 

Physical Examination : Negative, with the exception of an area 
of deep tenderness over the epigastrium, almost in the midline. 

Blood Count: Practically normal. 

Test Meal : Test for bile, faintly positive. 

Occult blood positive to benzidine test, negative to guaiac test. 

FreeHCl. 8. 

Total acidity 25. 

Stool : Test for bile positive. 

Occult blood faintly positive to benzidine test, negative to guaiac 
te^t. 

X-ray examination with bismuth : Negative. 

At operation an upper right rectus incision was made exposing the 
stomach and duodenum. The pylorus was in a state of contractility 
— pylorospasm. There was an evident hypertrophic condition of the 
pyloric sphincter. The stomach was opened in the long axis near 
the pylorus. The interior of the stomach and duodenum were ex- 
plored, but no evidence of an acute or healed ulcer was found. The 
gall-bladder and pancreas were normal. 

The appendix was then removed through a McBurney incision. 
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The appendix was retrocecal and showed chronic inflammation, 
which was substantiated by microscopical examination. 

Between the attacks the patient with chronic appendicitis is ap- 
parently in good health. In duodenal ulcer there are periods in 
which the major symptoms are absent, still there usually exists some 
digestive disturbance, manifested by a sense of fulness and disten- 
tion after eating, belching and sour eructations and the inability to 
eat certain articles of food, especially those of a starchy and greasy 
nature. In other words, the patient suffers from the good old dis- 
ease known as "dyspepsia/' which is often given temporary relief 
by the various drugs at the internist's disposal, but which is given 
permanent relief only by the aseptic scalpel. True it is that these 
various symptoms of indigestion may and do occur in some cases 
of chronic appendicitis, but they are never present to such an extent 
or as constant as in duodenal ulcer. 

The case of chronic appendicitis is usually troubled with consti- 
pation, laxatives being always necessary to secure the proper evacu- 
ation of the bowels. In cases of ulcer, this symptom is not usually 
present. 

That the subjects of chronic appendicitis usually suffer from con- 
stipation there is no doubt ; the explanation of which is the effect of 
the inflammation of the chronically diseased appendix upon the 
peristalsis of the colon. It is significant that in the examination of 
appendices removed incidentally, 90 per cent, show pathological 
changes, and that these patients when the subject of constipation are 
much better thereafter. Therefore, there certainly seems to be a 
relationship between the pathological appendix and the torpid bowel. 
I have never believed that chronic intestinal stasis was solely due to 
bands, Jackson's membrane, Lane's kink, etc., but that there were 
other factors in a large percentage of cases. 

Tenderness in the majority of cases of chronic appendicitis is 
found in the lower right quadrant, the usual anatomical position of 
the appendix, while in duodenal ulcer the area in which tenderness 
is elicited is in the epigastric region, usually just above and to the 
right of the umbilicus. The tenderness in either case may be diffi- 
cult to elicit, but by careful palpation of the abdomen and with the 
patient's attention turned to something other than the examination, 
the surgeon will usually be able to find the particular area. (How 



Digitized by 



Google 



Deaver: Chronic Appendicitis versus Duodenal Ulcer 105 

common it is, in cases of chronic appendicitis where pain is referred 
to the epigastrium, to elicit pain there by pressure over the diseased 
appendix.) 

In both diseases there are cases which assume the latent type in 
which symptoms and signs are lacking. In these cases it is very 
important to have a carefully taken history and a thorough examina- 
tion to assist in making a provisional diagnosis at least. 

As to muscular rigidity, the right rectus is the one involved in 
either case. In chronic appendicitis and more especially in those 
cases in which there has been a recent acute exacerbation, there 
will be found some rigidity of the lower rectus muscle, Nature's 
method of putting to rest the inflamed member. 

In cases of duodenal ulcer, when rigidity exists, it involves the 
upper right rectus muscle, about the position at which tenderness is 
found. In many cases a true rigidity is not pre5ent, but a sense of 
resistance in the above-named area is usually elicited by careful 
palpation. When the appendix holds a northerly position and the 
tip is the seat of the greatest amount of pathology, rigidity is most 
pronounced in the muscles overlying. 

In some cases of duodenal ulcer, where adhesions exist, and 
possibly omentum adherent to the site of the ulcer, a mass may be 
palpated. Other than this there is usually no abdominal tumor 
demonstrable in either condition. 

The various laboratory tests at our disposal do not assist to any 
extent in differentiating chronic appendicitis and atypical duodenal 
ulcer. 

The blood count in chronic disease of the appendix does not vary 
much from the normal. There may be a slight leukocytosis, espe- 
cially in cases where there has been a recent acute exacerbation. 

In cases of ulcer, where hemorrhage has occurred, a fall in hemo- 
globin and erythrocyte count will be noted, and also a slight leuko- 
cytosis is found, incident to the hemorrhage. When hemorrhage 
has not been a prominent symptom, and usually it is not, no particu- 
lar change in the blood count exists. 

The test meal is one of the most unsatisfactory and at times the 
most confusing test used, and yet should always be made. In addi- 
tion to the test meal it is my practice to give a full meal of food 
such as the patient has been in the habit of eating, washing out the 
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stomach ten or twelve hours thereafter and comparing the analysis 
of the test meal with the analysis of the full meal. 

The determination of acidity in the normal person varies to such 
a degree that it is difficult to decide just when the result of the test 
is to be considered as meaning anything in a given case. There are 
so many chances for technical error in performing this test, both in 
giving and removing the test meal, and in the laboratory work. 

The typical case of duodenal ulcer usually shows a marked hyper- 
acidity, but the same result may be obtained in chronic appendicitis. 
In some cases there is very little change in the acidity from that 
which we are told is normal, and in many cases there is an hyper- 
acidity. In a series of cases of both conditions a slight hyperacidity 
is the rule. Traces of occult blood may at times be found in those 
cases in which there has been a recent attack of hematemesis, which> 
however, is not common in*either condition. If occult blood is to be 
an aid in diagnosis then it must be present every day. Slight trau- 
matism due to the passage or removal of the stomach tube, or to 
retching and gagging of the patient would be sufficient to give a 
positive test for occult blood. 

Too much dependence ought not to be placed on the stool exami- 
nation. In chronic appendicitis all tests are usually negative. If the 
patient has hemorrhoids or has eaten liberally of red meats or such 
articles as prunes, the test for occult blood, especially the benzidine 
test, which recognizes the most minute amount of blood, will be 
positive. 

In case of ulcer where there has been a hemorrhage, obviously 
blood will be present in the stool, but to wait for this to occur in 
order to diagnose the case is like waiting for the tubercle bacillus 
to appear in the sputum of the patient suffering with tuberculosis. 

The X-ray examination in either case is negative, so far as the 
positive diagnosis is concerned. There are severe cases in which 
the skilled skiagrapher, with clinical assistance, who from a plate 
showing peri-duodenal adhesions, and by considering the history 
of the case and the physical examination, together with the study 
of the motility of the stomach and duodenum, will probably diagnose 
ulcer. This is, however, only possible in an occasional case and is 
therefore not conclusive. 

The motility of the stomach is increased in cases of duodenal ulcer. 



Digitized by 



Google 



Deaver: Chronic Appendicitis versus Duodenal Ulcer 107 

and it is not an infrequent occurrence in these cases to find that 
after several attempts at removing test meals at varying times of 
from thirty-five to twenty minutes, nothing is obtained, showing the 
increased motor power. The various duodenal buckets, string and 
capsule tests, at times used, have their place — out of sight in some 
physician's office cabinet — ^but are not to be depended upon in diag- 
nosing a suspected case of duodenal ulcer. It is obvious, therefore, 
that in many cases of this nature, even after our powers of diagnosis 
and the various laboratory tests have been exhausted, the differenti- 
ation between chronic appendicitis and duodenal ulcer is impossible 
by clinical methods, and the aseptic scalpel must be called forth to 
"dispel the mystery and reveal the truth." 

The appendix may be removed through a small incision through 
the right rectus muscle or through the McBumey incision, and if it 
shows sufficient pathology to account for the symptoms, and in addi- 
tion is retrocecal with its tip pointing upward, the surgeon may feel 
content to stop here. In other cases an upper right rectus incision 
may be made and a thorough exploration of the upper abdominal 
organs made. 

This additional appendectomy is important, for it is well known, 
particularly among surgeons, that there is an association between 
chronic disease of the appendix and duodenal ulcer. The percentage 
of cases of duodenal ulcer occurring with or after appendiceal dis- 
ease is rather high. Patterson, of London, states that he "has found 
in going over his cases for the last three years that obvious appendi- 
ceal disease was also present in sixty-six per cent, of the cases ia 
which at operation duodenal ulcer was found." 

The exact explanation of why these two diseases are often asso- 
ciated is hard to give. Some have claimed that from a thrombosis 
of the vessels and a subsequent embolic process from disease of the 
appendix the duodenum is secondarily involved. The majority of 
observers are of the opinion that the occurrence of duodenal ulcer 
is subsequent to and dependent upon a chronic intoxication result- 
ing from disease of the appendix and lower bowel. Doubtless in 
some of these cases the ulcer has had its origin at the time of the 
appendiceal infection, but has not developed into a true pathological 
condition until weeks or even months thereafter. I am seeing so- 
many cases of this nature that I cannot but conclude that infection 
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which is transmitted by the blood or lymph stream, explains the 
association of the two conditions. In some of my cases bacteriologi- 
cal studies have been made of cultures taken from the duodenal 
mucosa at the site of the ulcer, with negative results. It was the 
hope that some organism be found which might explain the ex- 
tension of the infection from the lower bowel. If the colon bacillus, 
which is a foreigner to the duodenum, should be found, great sup- 
port to the theory of infection would be given. These cultures, 
however, have been studied aerobically and perhaps if later a series 
of cases be studied anaerobically, different results may be obtained. 

The following cases are illustrative of the association of the two 
conditions : 

A. B., male, age 35 years. Admitted to the German Hospital, 
December 2, 1912. Chief complaint was a dull, boring pain in t;he 
upper right abdomen, which would come on from two to three hours 
after eating and would last a variable time. 

Past history: Four years before admission the patient was op- 
erated upon for chronic appendicitis, having had several attacks. 
About a year after the operation, the patient began to be troubled 
with '^indigestion.'' He would have a dull boring pain in the upper 
right abdomen, which would come on from two to three hours after 
eating and at times would be relieved by eating. Has had attacks 
of nausea and vomiting accompanying the pain, but has never vomited 
blood. Is troubled with distention after eating, with belching and 
sour eructations, appetite is good. Bowels constipated. Stools have 
never contained blood. The patient uses tobacco in moderation, 
used alcohol to excess formerly, but lately not at all. Being a travel- 
ing man, the patient eats irregularly and without much discretion. 

Physical examination was negative, with the exception of a sense 
of resistance over the upper right rectus muscle. 

Urinary examinations were negative. 

Blood count practically normal. 

Several attempts were made to remove test meals at times varying 
from thirty-five to twenty minutes, but with no result. 

Stool examination was negative for occult blood. 

X-ray examination was negative. 

At operation a large, hard, indurated ulcer was found on the 
posterior wall of the duodenum near the pylorus. The ulcer-bearing 
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area was invaginated and a posterior gastroenterostomy was per- 
formed. 

Cultures taken from the mucosa of the stomach and duodenum 
were negative. 

H. W. B., male, ag6 36 years. Admitted to the German Hospital, 
April 7, 1913. 

Chief complaint was pain in epigastrium and vomiting after eating. 

Past history: Condition dates back 2y months; started with oc- 
casional knife-like pains about four or five hours after eating, re- 
lieved by taking next meal. Noticed pain more in the afternoon and 
at night. For the first year accompanied by belching, water-brash 
and nausea. Then for weeks at a time would vomit three or four 
times after eating, at the time of the severe pain, with relief of pain. 
Vomited practically all food taken at the meal. Then he would 
have a period of several weeks' intermission, when he felt fairly well. 
Never vomited blood. Past three weeks only slight pain, no nausea 
or vomiting. Never had jaundice, chills or fever. Lost 30 pounds 
in three years. Pains occasionally referred to lower abdomen and 
genitalia. Excessive borborygmi. Appetite good. Constipated. 

Physical examination showed abdomen soft, no rigidity, no tender- 
ness anywhere. 

Operation: Duodenum and stomach normal, pancreas normal, no 
pancreatic lymphangitis ; gall-bladder normal ; intestines normal ; one 
large lymph gland found in mesentery, small intestine. 

McBurney incision: Appendix chronically diseased, found to have 
very short meso-appendix. Lane's kink found in lower part of ileum, 
cut and freed. Adhesions about the appendix released and appendix 
removed. 

Blood Count. Test Meal, 

Hemoglobin, 90 per cent. Reaction, acid. 

Red blood cells, 5, 220,000. Bile, negative. 

White blood cells, 12,350. Occult blood, strongly positive to 

Polynuclear neutrophils, 78 per benzidine and guaiac. 

cent. Total acidity, 36. 

Lymphocytes, 5 per cent. Lactic acid, negative. 

Large mononuclears, 12 per cent. Free HCl, negative. 
Transitionals, i per cent. Microscopically. Very little fat, 

Eosinophiles, i per cent. some undigested starch, much 

Basophiles, 2 per cent mucus, few epithelial cells. 
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Stool. 

Reaction, alkaline. 

Bile, strongly positive. 

Occult blood, strongly positive to 
benzidine, negative to guaiac. 

Very few fat globules, few vege- 
table cells, granular debris. 



X-Ray. 
Stomach not dilated, only very 
slightly ptosed. Lowest bor- 
der y2 in. below umbilicus. 
Peristalsis unusually* sluggish. 
During the entire time of ex- 
amination not one wave was 
seen. None of the bismuth 
passed into duodenum. 



Test Breakfast, 

Reaction, acid. 

Bile, negative. 

Occult blood, faintly positive to 
benzidine, negative to guaiac. 

Free HCl, 71. 

Total acidity, 11 1. 

Some little free fat globules. 
Much undigested starch gran- 
ules, granular debris, mucus. 

Full Meal.^ 

Reaction, acid. 

Bile, negative. 

Occult blood, strongly positive to 
benzidine and faintly positive 
to guaiac. 

Free HCl, 55. 

Total acidity, loi. 

Free fat globules. Starch gran- 
ules, granular debris and 
mucus. 



Urine. 

Few thin hyaline casts ; few granular casts ; few white blood cells ; 
amorphous urates; epithelium; mucus. After operation, heavy am- 
monium urate content; specific gravity, 1017-1013-1030-1036-1030. 
No sugar. Faint trace albumin on day following operation. 

If it be true that in some cases the ulcer has its origin at the time 
of the appendiceal infection, we are, however, not justified in feeling 
that operation upon the duodenum should be done at the time the 
appendix is removed, for at that time the ulcer is in its incipiency, 
and the landmarks would not be recognizable. Again, many of these 
cases do not give typical ulcer symptoms, notwithstanding that this 
pathological condition is found. 

The case of chronic appendicitis should be seen by the surgeon 
early, when an appendectomy will relieve the patient and will prob- 
ably in some cases prevent subsequent disease of the duodenum 
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resulting in ulceration. Again, many of the cases of post-operative 
adhesions, following appendectomy, should not be passed by as 
simply ''adhesive dyspepsia," but should be studied carefully, and if 
operative measures be pursued, the surgeon should not be content 
with the releasing of a few adhesions, but the duodenum should be 
carefully explored, and in many cases ulcer will be found calling 
for plication and posterior no-loop gastroenterostomy. 



AUSCULTATION AT THE ACROMION PROCESS: ITS 
SIGNIFICANCE IN APICAL DISEASE 

By ROBERT ABRAHAMS 

Adjunct Professor of Medicine, New York Post-Graduate Medical School 

and Hospital; Assistant Attending Physician, Post-Graduate Hospital; 

Consulting Physician to the Home of the Daughters of Jacob 

New York 

I have studied auscultation at the acromion process, or, to be ana- 
tomically accurate, the acromion ends of the clavicles, for more 
than three years and have come to the conclusion that the subject de- 
serves a place in physical diagnosis. 

The mode of procedure is very simple : the bell of the stethoscope 
is placed over the acromion end of the clavicle and is adjusted in a 
way that there is perfect adaptation between instrument and bone. 
Frequently, in order to ensure perfect adaptation, it is necessary to 
cover the acromion process (hence the title of the paper), of the 
scapula as well as the acromion end of the clavicle. This done, the 
patient is told to breathe, count, whisper or cough, whichever sign 
one is endeavoring to bring out. 

Once in a while, in spite of the best efforts, the essential adjust- 
ment cannot be made, due either to instrumental or anatomical 
difficulties, then, the procedure is a failure. 

In auscultating this bony process the photiendoscope is useless and 
a soft rubber chest piece is of no advatxtage. ^^^ old-fashioned 
hard rubber, ivory or metallic bell answer^ the p^n>^^^ ^^^^' 

In listening to these processes it is irtx^rtant to remember the 
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physiological auscultatory differences between the right and the left 
apices. 

The right apex is characterized by broncho-vesicular breathing; 
distinct spoken voice and clear whispered sound. 

The left apex is characterized by vesicular breathing; indistinct 
spoken voice and muffled whispered sound. 

When the apices are perfectly healthy, auscultation at the acromion 
ends of the clavicles strikingly emphasize their respective physio- 
logical differences. An exception to this rule is found, once in a 
while, in auscultating the acromion end of the left clavicle. This 
consists in a reversal of the vesicular murmur, inasmuch as the 
expiratory sound is found louder, more pronounced than the in- 
spiratory sound. 

When the apices are diseased the following is to be observed: 
( i) Right apex. In the case of a very early infiltration of this apex, 
auscultation at the acromion process will yield an appreciable, pro- 
longed expiratory sound; a louder spoken voice and a slightly in- 
creased whispered sound. These acoustic changes may not at all 
be heard through direct auscultation over the apex. In other words, 
the acromion process may be the first to send the storm signal of 
the apical disease when it is properly auscultated. 

First stage tuberculosis of the right apex will reveal through aus- 
cultation of the acromion end of the clavicle tubular breathing, 
bronchophony and whispered pectoriloquy — signs which when found 
over lung tissue would indicate absolute consolidation. In other 
words, the usual acoustic phenomena which are, or should be, ap- 
parent in the first stage of tuberculosis of the apex are greatly ex- 
aggerated and made unmistakably evident when the outer bony 
process of the right clavicle is auscultated. 

(2) Left apex. In incipiency of the left apex, breathing con- 
ducted through the acromion end of the clavicle becomes pronounced 
broncho-vesicular and an increase in voice and whispered sound 
becomes marked and notable, while the same changes are but with 
difficulty perceived by auscultating the apex itself. 

When the infiltration reaches a fair degree of advancement, like 
unto the first stage, breathing heard at the acromion process assumes 
a tubular character; the voice changes into bronchophony and the 
whispered sound sounds like pectoriloquy. The same signs, under 
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the same condition of the apex, will be found over the apex, but not 
nearly so clear, demonstrable and pathognomonic. 

These findings are so fairly common and so typically tell-tale, that 
very often I begin auscultation of the apices at the acromion proc- 
esses. 

This method of auscultation is of great value in the case of a 
tuberculous focus lodged under or behind a clavicle. The usual pro- 
cedure in this event is to percuss the clavicle in order to ascertain 
the presence or absence of bony resonance. Auscultation above or 
below the collar bone is of no value. Auscultation of the acromion 
end of the bone gives fair, and, frequently, indubitable evidence of a 
lesion, manifested by a change of the respiratory murmur, or voice, 
or whispered sound, or in the three together. The clavicles seem to 
pick up the sounds, whatever they are, carry them to the acromion 
extremities and the stethoscope does the rest. 

Of still greater diagnostic utility is auscultation at the acromion 
process in revealing crepitant, sub-crepitant, mucus or sibilant rales 
when one or all of these are either missed by the stethoscope when 
held over the apices, or are indistinct. 

I heard these signs again and again and demonstrated them to as- 
sistants and students (post-graduates) to their entire satisfaction. 

Frequently when apical tuberculosis is suspected, the patient is 
asked to cough and breathe while auscultation over the apex is 
carried out. This is done with a view to bring local or localized 
rales within the scope of hearing. Auscultation at the acromion ends 
will make such rales much more perceptible and much more audible. 

Experience teaches to exclude crackling sounds of the skin cover- 
ing the ends of the clavicle for crepitant, sub-crepitant rales of 
friction sounds. 

Patients with deep voices and large laryngeal capacities are poor 
subjects for such auscultation. The great volume of their voice 
and breathing and sound imparts a large part of it to the clavicle, 
which leads to confusion at the acromion end of the bone. 

Sometimes auscultation at the extremity of the clavicle shows 
signs which do not tally with the diagnosis of tuberculosis of the 
apex or with the healthy appearance of the pati^^^* ^'^^^^ ^^^ 
circumstances one is inclined to the belief that the apex is the seat 
of a healed or arrested tuberculous process 
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LYMPHURIA AND ITS CLINICAL STATUS 

By HEINRICH STERN 

New York 

The term lymphuria, as explained in a previous communication 
(Med. Soc. Greater City of N. Y., March 17, 1913) signifies an 
albuminuria which is due to the presence of lymph in the urinary 
fluid. This type of albuminuria occurs without any evidence of 
structural renal disease, and may be recognized by the absence of a 
demonstrable globulinuria — a phenomenon invariably accompanying 
serum-albuminuria — and the presence of rather numerous young 
lymphocytic elements. It is an albuminuria of the intermittent 
variety bearing some relationship to the postural juvenile forms, a 
proportion of which, when closely studied, may in reality prove to 
be lymphurias. It apparently prevails in individuals affected with 
"constitutional lymphatism,'' but I am not prepared to say that it is 
a condition of childhood and adolescence, as three of my four pa- 
tients were adults. In every one of these cases there was some slight 
intestinal disturbance together with a tendency to constipation. 

Since the publication of a case of unilateral cyclic-orthotic albu- 
minuria by Karl Mayer^, I have been in the habit of studying the 
separate secretion of each kidney in all cases of albuminuria when- 
ever it is possible. During this period nine instances of what is 
commonly known as cyclic, orthotic, postural or compensatory al- 
buminuria have come under my observation. In three of these cases 
the separate urines were secured on one occasion, and in another 
case on two. Altogether, therefore, ten urines derived by ureteral 
catherization from patients with these types of albuminuria were 
investigated. 

The five individuals whose separate renal secretions could not be 
obtained ranged in age between 16 and 34 years. The characteristics 
of lymphuria, i. e. the absence of renal elements and globulinuria, 
and the occurrence of goodly numbers of lymphocytes of good con- 
stitution were found in two of these cases. In the urine of one of 
these there was also evidence of clinical amounts of fat. Two cases 
showed hypertrophic changes in the lymphatic structures of the 
upper air tract, and all presented distinct symptoms of colonic atony. 
The urinary proteid of the remaining three cases, in one of which 
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the faucal lymphatics were much enlarged, was apparentlx ^^rxinj. 
albumin, as it was accompanied by considerable amounts of ^etu/jj. 
globulin. 

The four cases from which the separate urines of both kidneys 
were secured are in brief as follows : 

Case I: Boy, 15 years old, weighing 106 pounds. Fairly well 
developed ; anemic. No history of scarlatina, diphtheria or any re- 
cent infection. Cyclical character of albuminuria has been deter- 
mined by dispensary physician. Resting on the back, usually, but not 
invariably, causes cessation of proteid excretion. Complains of at- 
tacks of weakness, of sleepiness, constipation and occasional colicky 
pains all over the abdomen. The tonsils are large, but not inflamed. 
The heart and vascular system show no abnormalities ; there is some 
pressure sensitiveness over the splenic flexure of the colon and the 
sigmoidal region. The deep reflexes are somewhat sluggish. The 
twenty- four hours' urinary output is 720 c.c. The specific gravity of 
the bladder urine is 1018, its reaction distinctly acid. It contains 
about 0.25 per cent, proteid material, viz. serum-albumin and serum- 
globulin (paraglobulin). There are a few epithelia from the upper 
layers of the bladder and urethra, but neither renal form elements 
nor more than a very few scattered weakly constituted leukocytes. 
The ureteral catheterization demonstrates the presence of proteid 
in the urine derived from the left kidney, and its absence in that 
from the right. The albuminous urine contains paraglobulin. The 
case is therefore not considered to be one of lymphuria. 

Case II: Girl, 23 years old. Quite well developed. No history of 
scarlatina or diphtheria; no recent infection of any nature. No 
venereal disease. Intermittent albuminuria ; the proteid appears in 
the urine at about 9 o'clock in the morning, about two hours after 
the patient rises. It was never found in the afternoon or evening. 
Complains of gastric indigestion, intestinal flatulence and constipa- 
tion, headache, dizziness and nervousness. There is some over- 
growth of lymphoid tissue in the upper air passages. The circula- 
tion is enfeebled; the bloodpressure over the radial arteries being 
90 mm.Hg. There is no particular pressure-sensitiveness Vtv any 
part of the abdomen ; Murphy's first percussion of *^ 'Wldt^^'^^ . , 
forth no characteristic pain. There are no abnot^^^^ ^^^^^^^^^V<e. 
phenomena. The twenty-four hours' urinary output ^^ ^ ^S^ ^'^ 
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specific gravity of the bladder urine, obtained on three consecutive 
forenoons, is 1022, 1020 and 1024 respectively. The reaction is 
acid. Of three afternoon specimens one only contained a small 
amount of albumin. The globulin tests are negative. Besides epi- 
thelia from the vagina and lower urinary tract ntunerous uniform 
lymphocytes of fair constitution are present. No anatomical ele- 
ments from the kidneys can be distinguished. The urines obtained 
by catheterization of the ureters are both albuminous showing the 
same characteristics as the bladder urine. This case is looked upon 
as one of lymphuria. 

Case III: Man, 44 years old. Obese. No history of scarlatina, 
diphtheria or any other infection. Never had venereal disease. Al- 
buminuria detected by life insurance examiner. Albuminuria is ir- 
regularly intermittent ; at times it supervenes in the morning and is 
absent in the afternoon, at times the reverse is the case. The even- 
ing urine is nearly always free from proteid. With the exception of 
morning headaches of apparent postural origin, the patient has no 
complaints. There is a slight tendency to constipation and a desire 
to nocturnal urination more due to habit than anything else. The 
bloodpressure is always in the neighborhood of 155 mm. Hg. The 
heart is not diseased and there is no pressure-sensitiveness over any 
part of the abdomen. All the reflexes are normal. The twenty-four 
hours' urinary output varies between 1600 and 1900 c.c. The specific 
gravity fluctuates, but is mostly 1020 or above. The reaction is 
always decidedly acid. The albuminous urines contain, as a rule, 
no paraglobulin ; occasionally, however, minute, though negligible 
amounts of this proteid, make their appearance. There are epithelia 
from the upper layer of the bladder and the urethra and also from 
the prostatic gland, and besides, a fair number of lymphocytes of 
good constitution. Crystals of calcium oxalate are at times quite 
abundant, but no renal epithelia or tube casts are found in any of the 
specimens submitted to examination. On standing for two or three 
days a thin, opalescent layer, readily dissolved by ether, is apt to 
form on the surface of the urine. The separate urines were twice 
obtained by ureteral catheterization. On the first occasion bilateral 
albmninuria without globulinUria is found, on the second occasion^ 
three weeks later, there is no albumin in either specimen. This 
case is adjudged to be one of lymphuria. 
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Case IV: . Man, 26 years old; lean but quite athletic. No history 
of scarlatina, diphtheria or any recent infection. Never had venereal 
disease. Albuminuria was discovered by life-insurance examiner. 
The urine usually contains albumin in the morning, while it is free 
from it in the afternoon. Complains of flatulence, intestinal fulness 
and constipation. The fecal evacuations are in the shape of goat's 
dung and are invariably light colored. There is no particular pres- 
sure-sensitiveness except over the cecum, which lies in close prox- 
imity to the right ureter. This was slightly injured when being cathe- 
terized on the previous day. The heart is not diseased ; the pulsations 
are 62 per minute in the recumbent, and 96 per minute in the erect 
posture. The patient is of a neurotic disposition and has tonsillitis 
a few times during each year. The twenty-four hours' urine excretion 
is 1 100 c.c. The specific gravity of the urine is 1023; its reaction is 
acid. The bladder urine is albuminous and contains paraglobulin in 
abundance. There are the usual surface epithelia from the lower 
urinary tract, including a number from the prostate gland. The 
lymphocytes are fairly numerous, are quite large and very slightly 
granulated. No kidney elements can be distinguished. Catheteriza- 
tion of both ureters shows that the albuminuria is bilateral. This 
case is not regarded to be one of lymphuria. 

Of the four cases of intermittent albuminuria designated by me 
as lymphuria, two exhibited the unmistakable presence of fatty mat- 
ter. This material, it is true, produced no noticeable milkiness of 
the urine, was only deposited on the surface of the fluid and slightly 
on the sides of the container upon standing for a day or more, but 
usually appeared and disappeared with the proteid body. While the 
small amount of fat does not stamp these cases as chyluria, neverthe- 
less it must have been chyle or rather lymph that found its way into 
the urine. The diflference between lymph and chyle is only pro- 
nounced some time after the intake of food. Thus, a lymph rich in 
fatty material is identical with chyle, but into the composition of 
lymph as such, there always enters some fat. Whenever the album- 
inous constituents preponderate we are, clinically speaking, dealing 
with lymph. The fatty material encountered in these instances of 
lymphuria was no doubt a component of the lymph. In true chyluria, 
on the other hand, the fatty matters prevail, but albumin is also 
present. While true chyluria occurs very infrequently — there are 
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not more than a dozen instances recorded in literature — the appear- 
ance of small amounts of fat on the surface of the urine upon stand- 
ing is not a rare phenomenon at all, as can be attested to by the ex- 
perienced uranalyst. 

This is not the place to discuss whether or not we are justified in 
calling a urine chylous on the surface of which there is produced 
upon standing a very thin layer of fatty material. However, when 
albumin is also contained in it, there is no reason to disregard the 
association in the lymph of fat and proteid, and the case should 
then be designated as one of lymphuria. We know now that the 
kidneys are practically impermeable to fats. What lies nearer, then, 
than to assume that fatty matters usually reach the urine through the 
lymph channels? 

The layer of surface-fat, it is true, was encountered in but two of 
my four cases of lymphuria, but it must be confessed that this oc- 
curred in a more or less accidental manner only, and that until a 
short time ago I had not made any serious attempt to search all the 
albuminous urines which I examined for fatty material. It is not 
improbable that all cases of lymphuria exhibit clinical amounts of 
fat. At any rate, I think I am justified in maintaining that the excre- 
tion in the urine of albumin together with more than normal amounts 
of fat constitutes lymphuria. However, in most instances of lym- 
phuria the fat content appears to be a negligible factor, and it is in 
these cases in which the sole reliance in the recognition of the true 
state of affairs must be placed upon the absence of paraglobulin 
and the presence of numerous young lymphocytes in the urinary 
fluid. 

The study of the lymphatic system, especially as far as that of the 
abdominal viscera and the kidneys is concerned, has been greatly 
neglected ; but since the beginning of this century a number of in- 
vestigators have experimentally approached this subject. According 
to Hermann Stahr's researches^ the lymph channels of the kidneys 
anastomose with those of the capsule, and thus there exists a lymph 
vessel communication between the cecum and ascending colon on 
the one side and the right kidney on the other. The lymph vessels 
of the appendix, when this is adherent to the parietal peritoneum, 
also form a link in the anastomotic chain. On the left side, the inter- 
communication presumably occurs through the mesenteric channels. 
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Carl Franke^ injected the lymph vessels of the colon according to 
the method of Gerota and corroborating Stahr found that there exists 
a communication of lymph vessels between the ascending colon and 
cecum (occasionally also the appendix) and the right kidney. Al- 
though he could not positively demonstrate such a commimication 
on the left side he points out the probability of anastomoses between 
the lymph channels in the mesocolon descendens and the left kidney. 

The lymph channels of the kidneys lie in close proximity to the 
uriniferous tubules and, in fact, communicate with them. There is 
hence no physical obstruction interfering with the possible transmis- 
sion of lymph to the urinary fluid. 

Furthermore, the lymph may reach the previously formed urine 
without passing through the renal structure, as has been shown in a 
case reported by Havelburg. That is to say, the lymph channels in 
the mucosa of the ureters and bladder, situated in close contact to 
their upper epithelial layers, may on comparatively slight provo- 
cation convey a part of their contents to the urine traversing the 
ureter, or to that already accumulated in the bladder. 

At the bottom of the transudation of lymph into the urinary ap- 
paratus there must be an obstruction of one or the other colonic or 
mesenteric lymph channels. On account of the mildness of the gen- 
eral symptoms exhibited by the lymphuric patient it may be right- 
fully doubted that there exists an obstruction in the thoracic duct 
itself. Such an obstruction would undoubtedly be followed by 
chylous ascites or other graver forms of chylous effusion. Inasmuch 
as the amount of lymph escaping into the urine in a simple case of 
lymphuria does not exceed that of albumin in the average case of 
orthotic albuminuria, we may take it for granted that the lymphatic 
vessels involved are comparatively small and unimportant. Again, 
as the discharge of lymph into the urinary fluid is an intermittent 
phenomenon, it is manifest that the occlusion of the implicated lymph 
channels is not a permanent one, and that it is dependent upon some 
perversity of intraabdominal pressure as caused by posture, lordosis, 
general or localized colonic atony and its consequences, compression 
or any other mechanical factors. The temporarily retained lymph 
stream prevented from draining into the surrounding veins either 
enters the blood current through newly established collateral chan- 
nels — in which eventuality no lymph would reach the urinary tract. 
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or the overfilled lymphatics with their increased tension and the 
back-flow of l)rmph within, give rise to lymph varices at the site of 
least resistance, the minute superficial vessels of the urinary tract, 
and the oozing from these constitutes the clinical phenomenon — 
lymphuria. 
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DIFFICULTIES IN EARLY RECOGNITION OF CERTAIN 
DISEASES OF THE PANCREAS 

By JOHN ALDEN LICHTY 

Associate Professor of Medicine, University of Pittsburgh 

Pittsburgh 

The pancreas when diseased or improperly functionating presents 
the most perplexing group of symptoms of any of the organs in or 
about the epigastrium. A very lucid writer says, "If the history, 
symptoms and signs do not exactly fit acute intestinal obstruction, or 
stomach or duodenal perforation, perforating appendix, or acute 
cholecystitis, and yet have some resemblance to each of them, pan- 
creatitis is the most probable cause." 

For the purpose of making a concise and comprehensive presen- 
tation of the subject at hand it may be well to classify diseases of the 
pancreas under the following: — First, acute or fulminating, mani- 
festing principally shock, with no appreciable change of function; 
second, chronic or lingering, manifesting some pain or distress, but 
accompanied particularly by certain nutritional disturbances. Among 
the first are included acute pancreatitis and its various forms, hemor- 
rhage or apoplexy of the pancreas and pancreatic calculi. These con- 
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ditions have a common symptom — severe agonizing pain. Authors 
vie with each other in describing this symptom, but none have de- 
scribed it, with the associated symptoms, any more definitely than 
Fitz in his original paper, "A previously healthy person, or a suflferer 
from occasional attacks of indigestion is suddenly seized with a 
violent pain in the epigastrium, followed by vomiting and collapse, 
and in the course of twenty-four hours by a circumscribed epigastric 
swelling, tympanitic or resistant, with slight elevation of tempera- 
ture." If, when these symptoms are present, one can, as Morrison 
says, exclude intestinal obstruction, perforation of duodenum, stom» 
ach or appendix, cholelithiasis, in all probability an acute disease of 
the pancreas exists, and the treatment — immediate exploration— can 
be safely advised. Fortunately, if the inference should be wrong and 
if instead any of the other conditions should be found, the operation 
would not be a needless one, as it would be equally if not more im- 
perative. This, then, is about all the definite knowledge we have of 
epigastric pain due to this group of affections. 

Among the second class — ^the class of chronic diseases of the pan- 
creas — ^may be mentioned chronic pancreatitis, carcinoma, pancre- 
atic cyst, and at times, pancreatic calculi or calculi of any sort in the 
ampulla. These conditions, while accompanied by a certain amotmt 
of pain or distress in the epigastrium, also present metabolic and 
nutritional disturbances which separate them definitely from the dis- 
eases mentioned in the first class. It is in the recognition and inter- 
pretation of these disturbances that the greatest difficulty lies. The 
pain and distress in the epigastrium is not tmlike that of latent gall- 
stones or chronic gastric ulcer or even, chronic appendicitis. The 
diagnosis must therefore depend largely upon symptoms referable to 
change of function in the pancreas. 

The functions of the pancreas are quite complex. That there is 
an internal secretion and an external secretion is now an established 
fact. But the effect of these two secretions upon metabolism and 
nutrition is not at all definitely comprehended. So also with the his- 
tology and pathology of the gland. It is not difficult to differentiate 
histologically beween the islands of Langerhans and the racemose 
glandular tissue of the pancreas, but when one attempts to specify 
from the known pathology what disturbance of function should ac- 
company it, or when from evident disturbance of the function one 
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concludes what pathology must be present, the whole problem be- 
comes one of conjecture. In a comprehensive and somewhat unique 
original work done by Bensley of Chicago, he has shown conclusively, 
it seems in the pancreas of the guinea pig that the islands of Langer- 
hans when diseased or destroyed, rapidly re-form. The inference can 
be drawn at once, however destructive a disease of the pancreas may 
be, there may be remarkably little disturbance of the f imction. Here- 
tofore the pathological anatomist, the surgeon and the clinical path- 
ologist have rarely agreed upon the exact condition of the pancreas. 
The clinician in the study of his patient suflfering with a supposed 
pancreatic disease cannot handle, feel or see the gland. He must 
be content in studying the varying and yet little understood func- 
tions. The surgeon during an operation in his necessary haste barely 
touches it with his index finger. The pathologist has the opportunity 
to see the entire gland, handle it, and make serial sections if he 
chooses. Under these circumstances, the clinician naturally hesitates 
to speak definitely in the case of the patient complaining of vague 
epigastric pain or distress. 

Some of the additional data, which may lead him to proper diag- 
nosis, are the following : — 

A marked, continuous and obstinate loss of weight. The food 
may be of the most nutritious and the intake bountiful but the patient 
loses weight ; 

The bulkiness of the stools. The average weight of the dried feces 
for one day is about four ounces. In severe disease of the pancreas, 
it may be as high as eight or twelve ounces. Without drying the 
stools it can be noted that they are "voluminous" (Pratt) ; 

The peculiar light color of the feces due to the presence of an 
abnormal amount of fat. It is desirable, however, to make a quan- 
titative estimation of the amount of fat. According to Pratt, if fifty 
per cent, or more of the fat ingested is recovered from the feces, pan- 
creatic insufficiency no doubt exists. 

Microscopically, the presence of muscle fiber as shown by the 
striae and the resistance to digestion of the nuclei of glandular cells 
is corroborative. A number of ingenious laboratory methods have 
been proposed to determine these points. A difficulty which besets 
one in the study of the feces is tfie fact that a variation in the motility 
of the bowel will greatly affect the end results of the digestive juices. 
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Marking off the stool with carmine or charcoal, or observing the 
progress of the intestinal content after administering a bismuth meal 
are of some assistance. It would seem very desirable to recover the 
juice as has recently been done by Einhom who uses a long thin 
rubber tube which reaches into the lower part of the duodenum. 
With a pump he aspirates the contents. There is a hope that the 
analysis of the duodenal contents thus recovered will furnish as 
reliable information as is now obtained from the analysis of the 
gastric contents. 

The disturbance of the internal secretion of the pancreas as mani- 
fested by faulty carbohydrate metabolism are of great significance. 
For some time it has been stated that fifty per cent of cases of glyco- 
suria show a lesion of the pancreas. Of late some investigators have 
declared that seventy per cent, is probably a more exact figure. It 
is a well-known fact that the removal of the entire pancreas of the 
dog will produce a glycosuria. But it is also known that there can 
be apparently a complete destruction of the pancreas by pathologic 
process in the human organism and yet no glycosuria may occur 
This is shown in a case which I shall report later. A test of pan- 
creative function may be made by attempting to establish an alimen- 
tary glycosuria. In a suspected case 100 grams of glucose is admin- 
istered. The appearance of sugar in the urine is corroborative evi- 
dence. The Cammidge test needs only to be mentioned to be con- 
demned. Apparently the results are reliable only when the test is 
made by Mr. Cammidge himself. 

It is thus seen that our knowledge of chronic pancreatitis at the 
present time, as Sailer says, "is in a deplorable state." Therefore, in 
a concrete case, when pain or distress in the epigastrium is the chief 
symptom, a considerable amount of corroborative evidence must 
be obtained before it can be said that this pain or distress is due to 
disease of the pancreas. However desirable it is to have some 
definite rules or methods to obtain this corroborative evidence, we 
should not allow ourselves to be misled by the many questionable 
methods which from time to time have been proposed. The work 
done by Edsall, Pratt, and Tileston should be an inspiration to the 
clinician for more systematic observation in cases having possibly 
chronic disease of the pancreas. 

The cases reported are referred to more particularly to illustrate 
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the amount of pathology which the pancreas may endure without 
revealing any very definite symptom-complex. 

Case I (referred by Dr. William E. Hallock of Pittsburgh) : A 
woman in middle life had typhoid fever. During what appeared to 
be a relapse, she had an acute cholecystitis, which subsided in due 
time. Before leaving the hospital, she had what at first seemed to be 
a second relighting. Soon the temperature became hectic, and with 
this appeared dulness in the left lumbar region. Upon making an 
incision here, pus was found in a cavity apparently retroperitoneal. 
At autopsy it was found that the whole pancreas was necrotic and 
practically destroyed. No glycosuria had been present. No diarrhea, 
in fact, no symptoms or signs, but the epigastric pain and tenderness, 
with the condition of the sepsis. 

Case II (referred by Dr. Charles Ziegler of Pittsburgh) : A wo- 
man 62 years of age had a history and symptoms of gall-stone. Pro- 
found and obstinate jaundice came on accompanied with a hectic 
temperature. At the operation, forty stones were removed, most of 
which were packed in the cystic duct and seemed to form a mass 
capable of obstructing the hepatic duct. The common duct was patu- 
lous throughout. The head of the pancreas had a nodular feeling. 
After the operation the patient had a diarrhea and became greatly 
emaciated. The stools were not large or fatty. There was no glyco- 
suria. At autopsy cancer of the head of the pancreas involving the 
ampulla and multiple cysts of the body and tail of the pancreas were 
found. 

Case III (referred by Dr. Charles E. Keeler of Elderton, Pa.) : A 
man 60 years of age complained only of tenderness immediately at 
the tip of the ensiform cortilage and of a loss of 30 pounds in a year. 
A very careful examination with reference to metabolic disturbances 
was negative. He had a decided hyperchlorhydria. A bismuth meal 
with serial X-ray examination led us to conclude that a mass was 
present, back of the pyloric end of the stomach. His abdomen was 
relaxed, but the walls were so thick that nothing could be palpated. 
At the operation the head of the pancreas was found very much 
enlarged and hard. During the remaining six weeks of the patient's 
life, no evidence of external or internal secretion of the pancreas 
appeared. Rapid loss of weight and strength were the most char- 
acteristic symptoms. 
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Autopsy. — The organ was small and covered by a great deal of fat. 
The head of the pancreas, however, was quite large and extremely 
hard. A small piece of the duodenum was removed with the head 
of the pancreas. The ampulla of Vater was congested, but other- 
wise appeared quite normal. On section through the head of the 
pancreas a very marked diminution in the normal glandular tissue 
was readily seen. The cut surface had a dense, white fibrous ap- 
pearance with here and there tiny granules scattered over it. The 
nodules were completely made up of this tissue. The normal-looking 
pancreatic tissue composed about one-third of the head. The rest of 
the organ was made up of thin strands of pancreatic tissue sur- 
rounded by a large mass of yellow fat. The pancreatic tissue here 
had more the appearance of fibrous tissue. In the tail these strands 
were so diminished that they were scarcely more than white 
threads. 

Case IV: A man 48 years old was in reasonably good health. 
After eating a fish dinner at a sea-coast resort, he was seized with 
an attack of violent pain in the abdomen, severe nausea, and vomit- 
ing and purging. Within a few days intense jaundice appeared. He 
complained of only slight discomfort in the upper abdomen. 

The previous history of this patient is as follows : He had always 
been well until six years ago, when he had an almost fatal attack of 
cardiac decompensation. After resting in bed and absence from his 
business for over a year, he made a very good recovery. At the be- 
ginning of his illness, he had a profound multiple neuritis, which was 
supposed to be due to the excessive use of alcohol. From this he 
also recovered. Two years ago he had glycosuria, which continued 
for about one year. During this time there was a gradual loss of 
weight. After the disappearance of the glycosuria, the patient 
seemed well until the acute attack above described came on. 

Four weeks after the onset, ascites and edema of the lower ex- 
tremities appeared. The ascites was relieved by a laparotomy under 
a local anesthetic. The fluid was clear, specific gravity 1005, albumin 
present; no sugar; very numerous lymphocytes. A large number 
of large endotheleal cells showing distinct nuclei and at times ap- 
pearing multi-nucleated were seen. Clusters of these were seen. 
The Wassermann test was negative. 

I concluded that there was possibly a carcinomatous growth at the 
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head of the pancreas and glandular involvement sufficient to produce 
ascites. 

The report of the autopsy is as follows : Pancreas. Weight 200 
grams. The pancreas was very large and the structure throughout 
was very firm. On section the cut surface showed a normal appear- 
ance as to the lobules. Scattered throughout the pancreas were numer- 
ous small yellowish- white areas of fat necrosis. The neck of the 
pancreas was small, the body and head were quite large. There was 
no evidence in the pancreas of new growth nor were there any signs 
of old adhesions as would be indicated by fibrosis. 



THE SIMULATION BY MALARIA OF ACUTE SURGICAL 
ABDOMINAL DISEASE, ESPECIALLY APPENDICITIS 

By WALTER M. BRICKNER 
Adjunct Surgeon, Mount Sinai Hospital; Surgeon, Philanthropin Hospital, 

New York 

The mistake is often made of jumping to the diagnosis of malaria 
in cases of surgical infection marked by chill and sudden pyrexia. 
It is no part of my intention to encourage or excuse this error, 
which must find its only support in the well-established observation 
that surgical operations and the puerperal state do, indeed, occasion- 
ally light into activity a latent paludism. 

It is my purpose to call attention to the opposite mistake, viz, the 
treatment as an acute surgical lesion, particularly appendicitis, of 
a malarial seizure marked by localized abdominal symptoms. 

The occasional occurrence of these abdominal manifestations in 
malaria is but little recognized in text-books and monographs deal- 
ing with the disease. Thus, abdominal pain as a symptom is not 
mentioned in *Traite du Paludisme" by Laveran himself or in the 
"Practice of Medicine" by Osier, in whose clinic also extensive 
original studies of malaria had been made. In Thayer*s ''Lectures 
on the Malarial Fevers" considerable space is devoted to differential 
diagnosis, but no abdominal affection is there included — except 
typhoid fever. In the standard works on appendicitis by Deaver and 
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by Kelly, I have looked in vain through the long sections on diflfer- 
ential diagnosis for any reference to malaria. 

However, the simulation of appendicitis by malaria is not un- 
known to our literature. In Craig's excellent work on "The Ma- 
larial Fevers" (1909) occurs the following definite statement (page 
189) : "Pain over the stomach and abdomen is not infrequently 
met with and has been the cause of many mistaken diagnoses. I have 
repeatedly seen cases of malaria with severe pain in the region of 
the appendix diagnosed as appendicitis, and in more than one in- 
stance the microscope saved the patient an operation. In some 
cases there is general pain over the abdomen simulating very closely 
that of general peritonitis. I have observed instances in which the 
abdominal pain was agonizing in character, and controlled only by 
large doses of morphine." 

Here and there one encounters reports of specific instances. Thus, 
in 1902 Henry Wolf, of New York, to whom especial credit belongs 
for calling attention to the possible confusion of these two af- 
fections, recorded^ a case of malaria simulating appendicitis, and , 
a case of malaria coexisting with appendicitis, as proved opera- 
tively and hematologically. As a more recent instance, Graham 
Henson, of Florida, briefly described^ a case of malaria in which 
the seizures were marked by all the symptoms and signs of appendi- 
citis, including muscle rigidity. And, too, one occasionally hears 
of an unrecorded case in which an innocent appendix has been 
hastily removed and the. surgeon has been embarrassed a day or two 
later by the occurrence of a chill and the finding of plasmodia. 

The following cases from my own experience will amply illus- 
trat the condition under discussion : 

Case I. — On the evening of October 12, 1910, a colleague tele- 
phoned to me that he had sent into the private ward at Mt. Sinai 
Hospital a patient with either acute appendicitis or acute chole- 
cystitis, of two days' standing, and he desired me to operate upon 
her at once. I found a rather stout woman of 50, with a tempera- 
ture of 103 deg. F., pulse 100, who had had during the day increas- 
ingly severe pain in the epigastrium, hypogastrium, and back, and at 4 
P. M. a slight chill, rise of temperature to 103.8 deg. F., and vomiting. 
At 8 P. M., when I saw her, she was still nauseated and she was suf- 
fering considerable abdominal pain, especially on the right side. The 



Digitized by 



Google 



128 The Archives of Diagnosis 

abdomen was not rigid ; but there was tenderness in the right hypo- 
chondrium, where the edge of the liver was palpable, marked ten- 
derness in the right iliac region, where the spontaneous pain was 
greatest, and slight tenderness in the left iliac region. The tip 
of the spleen was palpable. Vaginal and thoracic examinations were 
negative. The case made upon me the general impression that it 
was not one of cholecystitis or appendicitis ; and the suggestion af- 
forded by the enlarged spleen made me hazard the diagnosis of 
malaria with abdominal symptoms. Both the family physician and 
the house surgeon — ^astute and capable men — were horrified at my 
objection to an immediate operation, especially when the blood 
examination, then made, showed a leukocjrtosis of 20,000, 86 per 
cent, polynuclears and no plasmodia. The family physician urged 
as an additional argiunent in favor of appendicitis or gall-stone 
disease the fact that the patient had had a similar attack of pain 
and vomiting one month before. But the history of that attack 
and the other anamnestic data, which I pieced together that night and 
the following day, only served to confirm the opinion afforded by my 
physical examination. These data were as follows : 

The patient had had one "attack of appendicitis with peritonitis'*' 
(?) and one "attack of gall-stones" (?), each several years before, 
neither submitted to operation. She never had typhoid. In August 
she had been in Port Washington, L. I., and in New Haven. In Sep- 
tember she had the attack of abdominal pain referred to by her 
physician, accompanied by severe vomiting of sudden onset at 
4 P. M. But the temperature had risen to 105 deg. F. and the at- 
tack lasted but one day. On October loth, at 4 P. M., she had had a 
chill, followed by fever and sweating, abdominal pain and backache. 
On October nth the temperature was 99 deg. F. in the morning,, 
but at 6 P. M. there were again chill, fever, pain and vomiting. On 
October 12th, the day of admission, the chill was again at 4 P. M. 
This alternation indicated, if my diagnosis were correct, a double 
tertian (quotidian) infection — ^and so it proved to be. 

During the night the abdominal symptoms subsided somewhat, and 
on October 13th the temperature was 99 deg. F. all day, there was 
no pain and the tenderness was less. At 8 P. M. the temperature 
rose to 106 deg. F., there was a sharp chill, and numerous plasmodia 
were found. On October 14th the seizure again came at 4 o'clock. 
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After that date, under quinine administration, there were no at- 
tacks, and throughout the period that the patient remained in the 
hospital there was no return of the abdominal symptoms. 

Case II. — On April 18, 191 3, another very capable and careful 
practitioner referred to me for operation a youth of 16 as a case 
of acute appendicitis. Four months before he had had an acute 
attack diagnosed appendicitis — ^abdominal pain, right iliac tender- 
ness, vomiting, fever and short chill. He was well after that until 
the day before I saw him (April 17th), when he was again seized with 
severe abdominal pain localizing in the appendix region, vomitings 
chilliness, fever (loi deg. F.) and marked local tenderness, without 
rigidity. On the morning of April i8th, when seen by his physician,, 
his temperature was 100 deg. F., pulse 100, he had right iliac pain and 
very marked local tenderness. When I saw him at 11 130 A. M. his 
face was very pale — of a yellow-gray color — he was distinctly 
chilly and had been so, he said, for twenty minutes, his temperature 
was 104.2 deg. F. and his pulse 130. His abdomen was soft, but 
the right iliac region, where he was having severe pain, was very 
tender. There was no area of hyperesthesia ; the rectal examination 
was negative ; Meltzer sign negative. 

The very high temperature, slight chill and very rapid pulse indi- 
cated either that the condition was not appendicitis or that, if ap- 
pendicitis, it was associated with mesenteric or portal vein throm- 
bosis, which latter neither the facial appearance nor the soft ab- 
domen supported. In spite of the fact that the spleen was not en- 
larged to percussion or palpation, this case also impressed me as a 
probable malaria ; and after a prolonged study of the fresh blood I 
found a very few plasmodia. In the hour or so that the patient 
and his blood were being examined, his chill ceased, his color greatly 
improved and his temperature fell to 103 deg. F. 

At his physician's request the boy was admitted to the Philanthro- 
pin Hospital for futher observation. That afternoon his tempera- 
ture fell to loi deg. F., his color returned, the abdominal signs and 
symptoms disappeared completely, and he became quite comfortable. 
His blood then showed 18,000 leucocytes per cub. mm. and 76 per 
cent, polynuclears, and a stained smear made in the morning also 
showed a few malarial parasites. 

Throughout the next day (April 19th) the temperature was loi 
deg. F., pulse 100. No symptoms. April 20th, temperature normal,. 
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feels perfectly well. April 21st, temperature normal, spleen still 
not palpable. Quinine begun. ' 

Case III. — In the summer of 1911 I was called to Rockaway 
Beach to operate upon a young woman who had been seized with 
right iliac pain and tenderness, vomiting and fever. She had been 
operated upon for appendicitis some time before and it was pre- 
sumed that part of the organ had not been removed. When I 
reached her, a couple of hours later, she had, indeed, considerable 
tenderness at the site of the scar, but her temperature had risen to 
106 deg. F., and her spleen was easily palpable. Although she had 
no distinct chill the diagnosis of malaria (subsequently corroborated 
by blood examination) was obvious, and I refused to operate. Her 
febrile symptoms disappeared under quinine, but the abdominal 
symptoms continued, and she was operated upon a few weeks later 
for perityphlic adhesions. 

Here are a case of quotidian fever simulating appendiceal or gall- 
bladder disease, a case of irregular malaria simulating acute ap- 
pendicitis, and a rather straightforward malarial attack associated 
with intestinal adhesions, — in all three of which cases competent 
practitioners had urged immediate operation. What, then, are the 
differentiating features by which we may recognize the occasional 
instances of malaria simulating acute surgical abdominal lesions ? 

Abdominal pain, as we have seen, may occur in malaria; it may 
be localized, especially in the right iliac region ; there may be dis- 
tinctly localized and marked tenderness; and Henson's case indi- 
cates that there may even be rigidity. 

I do not know whether localized hyperesthesia may be present in 
the malarial attack ; I do know that it may be absent in appendicitis 
and gall-bladder disease. 

Meltzer's sign, when present, is helpful in diagnosing appendi- 
citis; but, of course, one must determine that it is not also on the 
left side. Perhaps, too, it may be found in some of these malarial 
cases with right iliac signs. 

Pain in the back is very common in paludal seizures; it is also 
common in gall-stone attacks ; it is not common in appendicitis, but 
pain in the right lumbar region often accompanies appendicitis, es- 
pecially the retrocecal variety. 

Vomiting is often a pronounced feature of the malarial attack, as 
it is in apipendicitis and other abdominal diseases. 
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The fever may, indeed, direct our attention towards the possi- 
bility of malaria. But in the latter the temperature rise may be 
moderate throughout, or at the time of observation. On the other 
hand, a temperature of 104 or even 105 deg. F. may be seen in 
empyema or gangrene of the gall-bladder — which, however, usually 
give fairly definite signs, — or in cholangitis, with which there is 
more or less jaundice (which latter may also occur in remittent 
fever). Very high temperature is uncommon in appendicitis, but a 
temperature of 103 deg. F. may mark an empyema of the appendix ; 
while a temperature of 104 deg. F. may be found with appendiceal 
abscess or purulent peritonitis, the physical signs of which (mass, 
abdominal contour, or peculiar character of the rigidity) are usually 
fairly distinctive. A still higher temperature may exist in appendi- 
citis when there is mesenteric or portal vein thrombosis. 

A chill, too, is suggestive of a possible malaria. But in that dis- 
ease the chill may be absent or slight, throughout or at the time of 
examination. A pronounced chill is not at all uncommon, on the 
other hand, in gall-bladder or gall-duct suppuration; a moderate 
chill is not rare in appendicitis, and there may be a distinct chill in 
beginning peritonitis, in appendiceal empyema or, especially, in in- 
vasion of the mesenteric veins. 

An enlargement of the spleen is suggestive of malaria; but it may 
be absent, as in case II, or due to an old malaria, a recent typhoid or 
other cause. 

If the generally accepted teaching were entirely correct, the blood 
count could be depended upon to establish at once a differential 
diagnosis, since a leukocytosis is usually supposed to exclude ma- 
laria. Thus Thayer^ says "The presence of an appreciable leuko- 
cytosis is strong evidence against the existence of an uncomplicated 
malarial fever." That this cannot be relied upon is demonstrated 
in two of my cases, one of which showed 20,000 and the other 
18,000 leukocytes, per cub. mm. Here, again, we find illuminating 
information in Craig's work (pages 13 1-2) : "In acute malarial in- 
fection the leukocytes are reduced in number, both absolutely and 
relatively to the red blood cells. Thus the malarial fevers . . . 
are characterized, as a rule, by a marked leukopenia, only the per- 
nicious forms showing a leukocytosis. During the first hours of an 
acute attack of any of the forms of malaria there may be a more 
or less marked leukocytosis, sometimes only visible during the 
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first fifteen or twenty minutes, at others still demonstrable until the 
decline of the fever. Generally the leukocytosis is only observable for 
a short time at the onset of the paroxysm, soon giving place to the 
characteristic leukopenia." The blood count, then, is helpful but not 
diagnostic, since a leukocytosis may be absent in appendicitis and 
present in malaria. 

The finding of plasmodia is, of course, diagnostic of malaria ; but 
they may be apparently absent at the time of observation. And, too, 
as in Wolf's case, malaria and appendicitis may rarely coexist — in 
which case, no doubt, one would be justified in withholding opera- 
tion for a few hours or more of observation to determine the rela- 
tive seriousness of the two diseases. 

If, then, we exclude the finding of plasmodia — which, indeed, one 
is not apt to discover unless other signs or symptoms suggest a 
patient search for them — there is not a single differentiating feature 
that can here replace the clinical sense, the "sizing-up" of a case 
in the light of experience; or, to be somewhat more specific, the 
study of the facial expression and the "abdominal expression," and 
the balancing of physical signs with subjective symptoms and the 
anamnestic data. 

In one of Wolf's cases and in one of mine there was a coexisting 
lesion in the right iliac fossa. We have no reason to believe, how- 
ever, that this is often the case ; and I am quite unable to suggest an 
explanation for the occasional association with malarial attacks 
of localized pain and tenderness at the appendix site. 

I must content myself, therefore, in this clinical discourse, with 
the observation that malaria is not rare in New York City, es- 
pecially in the Long Island and Staten Island sections and in that 
portion of the Bronx bordering on the Sound; and with emphasizing 
that malaria, like pneumonia and pleurisy, is one of the extra-ab- 
dominal affections that should be excluded before operating in a case 
of supposed surgical abdominal disease. 
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SURGICAL ASPECTS OF GALL-BLADDER DYSPEPSIA 

By ROYALE HAMILTON FOWLER 
Brooklyn-New York 

Viewed from the surgical standpoint the early diagnosis of chronic 
diseases of the upper abdomen, which manifest themselves in gastric 
symptoms, is fraught with difficulty. The nervous and muscular 
apparatus of the stomach readily respond to irritated foci near or 
remote from it. It is not possible always to determine the exact ana- 
tomic site of the lesion because of the intimate embryonic relations 
which exist between the stomach, part of the duodenum, liver and 
biliary apparatus and pancreas. These structures possess a common 
origin from the foregut, a common nerve supply and function in 
that they are all concerned in the process of absorption and assimi- 
lation of food. 

Dyspeptic types of chronic surgical disease of the abdomen are 
being recognized more frequently and that symptom-con:q)lex, the 
bugbear of the profession and the life-long companion of many a 
patient, is at last coming to be understood. Surgical investigation 
has afforded opportunity for the correlation of early symptoms with 
incipient pathologic changes and has disproved the statement that 
gall-stones have existed in the gall-bladder in a large proportion of 
cases without having caused symptoms. Almost every authority, 
English and German, accepted this statement from one generation 
to another until Krause, in 1884, drew attention to what he termed 
the prodromal stage of cholelithiasis. The profession was slow in 
recognizing the heresy inculcated by post mortem observation until 
the appearance of the forceful writings of Moynihan and Mayo. 
Moynihan credits MoUoy with the grouping of the inaugural symp- 
toms in the phrase **Gall-bladder dyspepsia." Of the surgical dys- 
pepsias caused by lesions of the upper abdomen, gall-bladder dys- 
pepsia is the most frequent. In this class surgery has not found 
such great activity because of the lack of precision in early diag- 
nosis. Physicians have waited for the late classic picture. The 
classic picture is founded upon the post mortem pathology of late 
complications. It is a phase of the symptomatology improbable of 
failure of recognition, namely the passage of stones from the gall- 
bladder into the ducts, their lodgment therein, the development of 



Digitized by 



Google 



134 The Archives of Diagnosis 

jaundice, a tender tumor in the region of the gall-bladder, infection 
outside the biliary apparatus and the occurrence of crippling ad- 
hesions. 

The early symptoms of gall-stones in the gall-bladder or of their 
early formation are referred not to the gall-bladder but to the 
stomach. They are obscure even when viewed in this light. En- 
tirely too much stress has been laid upon the gall-stones. It is the 
infection in which we are interested. Pathologically, the formation 
of stones is best explained by infection. The initial infection 
manifests itself clinically as dyspepsia or in more definite symptoms 
of cholecystitis. It is imlikely that stones are formed in any one 
attack. Repeated mild attacks of inflammation probably result in 
dyspepsia, while a more severe infection may manifest itself clin- 
ically as a more typical attack of cholecystitis. If we recognize that 
the initial infection of the gall-bladder, a cholecystitis, is an essential 
factor in the formation of stones, cholelithiasis may be considered a 
complication or sequel of cholecystitis, a late stage of the same in- 
fection. In this connection John B. Deaver states that there is no 
doubt that the near and remote results of cholecystitis and chole^ 
lithiasis should be classed as sequelae of infection. Pathologically, 
cholecystitis more often chronic than acute is almost constantly as- 
sociated with gall-stones. Clinically this is also very often true. 
Just what factors are involved in determining that infection in one 
case will result in one particular kind of inflammation or pericystic 
adhesions and in another in gall-stones it is not possible to state. 
There are no symptoms associated with cholecystitis which we can 
attribute to the manufacture of stones. In other words there is no 
diagnostic criterion to distinguish non-calculous from a sluggish 
stone-forming inflammation. 

In a measure, then, it is true that gall-stones of themselves cause 
no symptoms when present in the gall-bladder, the infection is re- 
sponsible. They are, however, a source of more or less constant 
irritation to the organ and keep up the inflammation initiated by 
the original infection. Strictly speaking, then, one should not speak 
of gall-stone dyspepsia, but of gall-bladder dyspepsia. Just as ap- 
pendix dyspepsia is due to infection and not irritation primarily from 
a f ecolith or foreign body, so gall-bladder dyspepsia arises from the 
original infection. With the improved diagnostic methods and ad- 



Digitized by 



Google 



Fowler: Aspects of Gall-Bladder Dyspepsia 135 

vanced education of the lay mind in surgery, these patients will be 
willing to undergo operation for the relief of dyspepsia due to biliary 
disease and the late complications will be encountered less frequently. 
In the early diagnosis of disease of the biliary tract gall-stones has 
no place — we should operate for cholecystitis. The laity has not 
yet been educated to undergo operation for this condition. Gall- 
stones only are significant in the lay mind of a serious surgical con- 
dition. Robert T. Morris insists upon the importance of the in- 
fection. He says, "Diagnose cholecystitis and if stones are present 
they are all velvet." Dr. Morris has found "cobwebs in the attic of 
the abdomen*' to be a more frequent complication than gall-stones. 
Difficulty is encoimtered in making patients realize the importance 
of operation in the early stage when dyspepsia is present from a 
mild or moderate degree of infection originating in the gall-bladder. 
A certain proportion of patients in my experience would prefer "to 
take a chance" and suffer from time to time until more urgent symp- 
toms develop. It is said by the laity of the advanced surgical mind 
who advocates early operation in these cases — "My goodness! Dj. 
So and So is even operating for indigestion." Little do they realize 
that the surgeon who diagnoses such conditions in their incipiency 
may be saving the patient from ten or fifteen years of distress and 
possibly a cancer death. In going over the list of operative cases 
we find that about 80 per cent, have complained of gastric disturbance 
over a period of from five to fifteen years before the so-called typical 
symptoms developed which permitted an undoubted diagnosis. In a 
recent paper Deaver writes — ^"It is a high aim to get our cases in 
this stage . . . and should command the united efforts of the 
profession." It has been taught that the disease is a condition of 
declining years, as a matter of fact, the condition begins in early adult 
life. In a consideration of the ages of a large number of operative 
cases and the duration of symptoms Deaver has sho'Wtv that the 
average age was 34 years when these patients were kno'^^ ^^ ^ ^^" 
fected. 
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PARAPSORIASIS; ITS RELATIONS TO PSORIASIS, 
ECZEMA AND SEBORRHEA 

By WILLIAM S. GOTTHEIL 

Professor of Dermatology and S3rphiIography, Fordham University Medical 
School; Dermatologist to the City and Lebanon Hospitals, etc. 

New York 

It is not for want of study that the sections on etiology of so 
many of the commoner dermatoses are practical blanks in our text- 
books; neither pathological research nor experimental investigation 
of the most painstaking kind have as yet revealed to us the causative 
factor in such very frequent skin affections as eczema, psoriasis, and 
seborrhea. Under such conditions, treatment is of necessity em- 
pirical, and diagnosis and classification are unsatisfactory and subject 
to frequent change ; and for this reason also the terminology of the 
specialty is open to just and serious criticism. In the absence of 
any real knowledge of the pathogenetical processes underlying these 
everyday affections, it is inevitable that attempts should be made to 
advance by means of objective study; to differentiate and classify as 
separate affections phenomena that may be etiologically and .funda- 
mentally the same; and hence to multiply diseases, or at all events 
disease names, to the confusion of the general practitioner and even 
of the specialist. Synthesis, and not analysis, is what the specialty 
requires from the larger view point of general medicine; and if I 
plead here for a further subdivision of affections of common occur- 
rence, it is from a firm conviction of its absolute necessity in this 
case at least. 

Clean cut and typical cases of eczema, psoriasis, and seborrhea 
are, of course, outside the limits of our present discussion. Well- 
defined instances of diffuse superficial inflammation of the skin, 
with acuminate papules or vesicles, oozing surfaces, or thickened 
tissues, are eczematous, purely and simply ; pinkish red, superficial, 
more permanent infiltrations covered with silvery scales are psoriatic 
without doubt; and excessive sebaceous secretion either in the form 
of fluid fat or fatty scales on the surface of the integument without 
any evidences of inflammatory action is the indubitable mark of a 
seborrhea. But in a large proportion of cases the disease phenomena 
are not clearly defined; the objective appearances are indefinite, and 
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Pig. 2. Parapsoriasis en Plaques 
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show signs of two or all of these affections ; so that the practitioner 
is confused, and the specialist is compelled to make two diagnoses, 
or to cbssify the case as an indefinite or "boundary line" one, or 
worst of all, to admit the possibility of entirely different diagnosis by 
different observers in accordance with individual prepossession. Much 
of the deserved criticism of the uncertainty of dermatological diag- 
nosis is due to our want of knowledge of the essential nature of the 
phenomena in question. And the practical importance of the differ- 
entiation lies in the fact that the effective treatment of these affec- 
tions is along totally distinct lines. 

Many years ago Unna called attention to the circumstance that 
many cases of the affection that we called at one time seborrhea and 
at another eczema did indeed show characteristics of both affections ; 
that there was a distinct inflammatory reaction of the affected skin 
as well as the secretory disorder; and that in addition the cases in 
question often showed phenomena unusual in either disease, namely 
a sharply defined margin, a tendency to lightening up in the center, 
and a very slow peripherical growth. He proposed the designation of 
seborrheal eczema or eczema seborrhoicum for these cases, and 
claimed to have discovered a distinct microorganismic cause for 
them. The name has gained universal acceptation, though the eti- 
ology is still disputed ; and today the diagnosis of seborrheal eczema 
or seborrheal dermatitis is perhaps as commonly made as that of 
eczema or seborrhea. In fact the pendulum, as usual, has swung too 
far the other way ; a seborrheal element is seen in almost every case 
of eczema, and instances are classed as seborrheic dermatitis which 
are really straight forward examples of plain eczema. 

A similar process has been going on of late years with the many 
cases that are apparently on the boundary line between eczema and 
psoriasis, that partake of the characters of both affections, or that 
show at one time a predominance of eczematous, at another of 
psoriatic or seborrheal features. Dermatological diagnosis is now 
about ready to accept these cases as entirely distinct from the other 
affections ; and tmder the designation of parapsoriasis to recognize an 
independent affection with well-marked characteristics and a definite 
therapeusis. It is to Brocq that we owe the name and differentiation 
of this class of chronic scaly erythrodermias, which, in addition to 
the commoner names referred to above, has been described under 
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the designations of parakeratosis variegata, lichen variegatus, eczema 
psoriasiforme, eczema seborrhoicum psoriasiforme, dermatitis pso- 
riasiforme, and mycotic eczema. This varied descriptive nomencla- 
ture is in itself evidence of the general recognition of the fact that 
here is a dermatosis that differs in essential features from the ordi- 
narily recognized ones, and that requires a definite name and standing 
of its own. 

Parapsoriasis, then, is the designation accepted today for the 
chronic scaly erythrodermias that show some resemblance at times 
to psoriasis, to eczema, and to seborrheal eczema, or to all of them, 
and yet have certain distinctive features that separates them abso- 
lutely from the better known affections. In a general way they 
appear as pinkish papules, plaques, or larger areas, sharply circum- 
scribed, non-infiltrated, spreading peripherically, and covered with a 
fine scaly desquamation. They differ from eczema in the entire 
absence of inflammatory papules or vesicles, of weeping surfaces, 
of thickening and infiltration ; and also in their sharp limitation and 
the entire absence of itching. From psoriasis the lesions are to be 
distinguished by their location on the general surface of the body 
rather than on the characteristic locations of the latter disease, by 
the absence of the heaped-up silvery scaling, by the absence of in- 
filtration, and by their slow peripheral spreading in the manner 
suggestive of a mycotic affection. Finally, seborrheal dermatitis 
does not occur in so sharply limited papules or patches, shows dis- 
tinct signs of inflammatory reaction, has a slight greasy scaling or 
an oleaginous excretion, and is almost always located on the chesty 
face or head. One generally distinctive feature remains to be men- 
tioned, the recalcitrance of parapsoriasis to ordinary treatment. Un- 
doubtedly in this class belong many of the cases which we used to 
call at)rpical psoriasis, generalized ringworm, and seborrheal eczema, 
and which proved to be so little benefited by vigorous treatment 
on accepted lines. 

Two chief forms or appearances of parapsoriasis are to be noted. 
There is first the guttate parapsoriasis, in which widely spread or 
grouped faint pink papular lesions, with a very slight furfuraceous 
desquamation, resemble an ordinary psoriasis and have usually been 
designated as such. Then there is the parapsoriasis in patches, in 
which there are one or many variously sized and shaped sharply 
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defined spreading pink patches, with moderate scaling; this is the 
dermatosis to which the names of neurotic or mycotic eczema, gen- 
eralized ringworm or seborrhea have been formerly applied. 

It may be useful to append in tabular form the chief features 
that differentiate parapsoriasis from the affections that most re- 
semble it: 

1. Appearance as sharply limited papules or larger patches (up 
to several centimeters in diameter) of a pale pinkish color, entirely 
without infiltration, with no signs of inflammation in the shape 
of acuminate papules or vesicles, and with a slight furfuraceous 
desquamation. 

2. Slow peripheric growth, without any itching, and of extreme 
chronicity. 

3. Recalcitrance to all ordinary treatment for eczema, psoriasis, or 
seborrhea. 

The pathology of parapsoriasis has been abundantly studied, with- 
out, however, adding anything of practical importance to our knowl- 
edge of the disease. As a matter of fact pathological and bacterio- 
logical investigations, in the ordinary acceptation of these terms, are 
apparently near the limits of their usefulness in all the ordinary 
and many of the rarer dermatoses. The findings of the various 
investigators, whilst by no means uniform, differ in minutiae that 
seem to have no practical significance, and that do not promise to 
help us either to understand the nature or to. intelligently treat the 
affections in question. Some radical improvement in methods, or 
the opening up of some collateral line of investigation which will 
throw light on these subjects from other points of view must come 
before the unending quantity of work that has been done and is be- 
ing done in this direction will bear any useful fruit. The patholog- 
ical histology of parapsoriasis presents the picture of a subacute 
inflammation with especial involvement of the veins, so that phlebitis 
and periphlebitis is markedly in evidence. The etiology is as entirely 
dark. Civatte believes it to be an atypical tuberculosis of the skm ; 
but this view is not generally accepted, and it would seem more 
probable, from its semiology, that it is a parasitic affection, perhaps 
more closely related to seborrheal dermatitis than to any other skin 
affection. 

The difficulty of successfully treating the disease is a point that 
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is dwelled upon by all investigators ; I can add my testimony to that 
effect. Indeed, the fact that a dermatosis presenting the features 
above mentioned, and resembling in many points ordinary and per- 
fectly tractable affections, proves absolutely resistant to a thera- 
peusis that should give satisfactory results, is a not tmimportant 
element in the diagnosis of the disease. My own experience is to 
the effect that the tar preparations, together with parasiticide rem- 
edies, possibly aided by the X-ray, give the best results. I use a 
3 to 8 per cent, betanaphthol ointment in simple cerate, or the liquor 
carbonis detergens of the British Pharmacopeia. In conjunction 
with this I expose the surfaces for short periods at frequent inter- 
vals to the ray; but I should hesitate to place myself on record as to 
what part this latter procedure has played in the good results that 
I have slowly obtained. 



PREVENTION AND TREATMENT OF CANCER 
OF THE SKIN 

By martin F. ENGMAN 
Clinical Professor of Dermatology, Washington University; Visiting Physi- 
cian, Barnard (Free) Skin and Cancer Hospital 

AND 

RUDOLPH BUHMAN 

Clinical Pathologist, Barnard (Free) Skin and Cancer Hospital 

St. Louis 

The cause of cancer is unknown. The theories as to its causation 
naturally extend along two lines. First, the search for some micro- 
organism which might have the property of stimulating the cells 
into such atypical and peculiar activity. Second, the discovery of 
some inherent or abnormal condition of the cells of the tissue or their 
environment which would thus allow or cause the abnormal growth. 

First. — Many microscopical bodies found in cancerous tumors have 
been described as the causation of the growth. Several types of 
fungi and various forms of cell degeneration have been mistaken for 
protozoa and put forward as the cause. Ultra-microscopic organisms 
have been searched for ; and the work of Rous in his hensarcoma is 
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extremely interesting in the ultra-microscopic phase of the subject. 
From the filtrate derived from very virulent sarcoma in hens, Rous 
has been able to cause the original growth. The injection of this 
filtrate into a hen's egg develops a sarcoma of the chick when the 
egg is incubated. The agent in the few drops of filtrate does not 
seem to be lethal to the incubated egg. But Rous and his co-workers 
have been unable to discover the active agent in this most interesting 
filtrate. 

Second. — All are familiar with the theories of Cohnheim and vari- 
ous other investigators who believe that cancer is due to embryonic 
cell-nests; others are looking for some inherent peculiarity of the 
cell, either chemical or biological. Others are inclined to believe that 
it is due to the change in the environmental tissue, particularly Rib- 
bert, who attributes the atypical growth of the epithelium to a les- 
sened resistance and change in the subjacent connective tissues. It is 
certainly a fact, as described by Ribbert and others, that in the very 
earliest degenerations found in the skin, there seems to be a pre- 
cancerous change in the adjacent elastic tissue and the connective 
tissue. The elastic tissue is either degenerated, absent, or much 
lessened in quantity. Various investigators are inclined to believe 
that cancer is dependent upon an inherent condition of the cells of 
the tissues which needs but some internal or external exciting factor 
to activate the cells to atypical or cancerous growth. 

This brings us to the subject of our paper: the study of some of 
the exciting factors of external origin. 

Experience has taught us that long continued irritation, of various 
characters, when exerted upon certain portions of the skin, particu- 
larly about the seborrheic areas, in those past 30 years, is prone to 
cause that atypical growth of the epithelium which we call cancer. 
These pre-cancerous exciting factors may be divided, for convenience 
of study, into the following classes : 

1st — Congenital inherent conditions. 

2nd — Pre-cancerous inflammatory conditions. 

3rd — Mechanical trauma. 

4th — Chemical trauma. 

5th — Actinism and senility. 

First (congenital inherent conditions) . As has been pointed out by 
Unna, Gilchrist and others, moles and such small growths are really 
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naevi of epithelial origin, and are dangerous in that they may de* 
generate into carcinoma ; these are very susceptible to trauma when 
they are placed upon regions of the face or neck where they are 
subjected to continuous irritation by picking or friction from the 
shirt-band; they are exceedingly dangerous even in early life, and 
therefore should be destroyed when the least symptom of irritation 
manifests itself. The result depends upon the manner of destruc- 
tion. Clinical experience has taught us that it is really dangerous 
to remove these moles with the knife or by cutting operations, es- 
pecially when they are dark or contain pigment, as malignant re- 
currence is exceedingly frequent under these circumstances. No 
doubt, many of the readers have seen the so-called melenotic dis- 
seminated carcinomata recurring after removal of a pigmented mole 
with the knife. In such cases, the growths usually recur in situ and 
extend from there sometimes over the whole body as small pin-point 
lesions which rapidly grow larger. On account of this well-known 
fact, removal by actual cautery is by far the best procedure, as by 
this method there is no danger of cell implantation in the wound 
and the subsequent leukocytosis produced by the burning protects 
the surrounding skin from the danger of recurrence and assists in 
destroying any malignant cells which may accidentally remain. Nsevi 
of various kinds frequently degenerate into carcinoma. The benign 
cystic epithelioma, which is usually a harmless hereditary condition, 
may thus degenerate. The most striking example of congenital 
inherent conditions that have a marked proclivity to the formation of 
cancer, we see in that terrible disease first described by Kaposi, 
xeroderma pi^entosa. This disease usually occurs in several 
members of the same family. Taylor was the first to describe such 
cases in this country. These children, when they arrive at the age 
of two to four years, begin to have peculiar freckles on the face 
and exposed portions of the body, followed by telangiectases, dark, 
pigment-like naevi; finally, larger epithelial excrescences form, ul- 
cerate — some healing and leaving cicatrices; others go on to the 
formation of carcinomata and destroy the patient's life below the 
age of 20 or a little later. It is thought and pretty well proved clin- 
ically that such individuals lack something to protect them from the 
irritating influences of the actinic rays of light, as all of the symp- 
toms, the formation of freckles, etc., seem to demonstrate this fact. 
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Since the introduction of the X-ray, we again have a confirmation 
of our theories relative to Kaposi^s disease. As generally known, 
many X-ray operators have developed a peculiar condition of the 
skin of the exposed parts, which, clinically, is somewhat similar 
to the advanced cases of Kaposi's disease. Several of these opera- 
tors have died of carcinomata. We have had the misfortune to 
have had one of the worst cases in our care for a time. He presented 
clinically, the appearance of a patient whose picture will be found 
appended to this article who is suffering from a delayed type of 
Kaposi's disease. These artificially produced condition of the skin 
by the X-ray develops telangiectases, warty growths, freckles, 
atrophy of the skin, similar in all appearance to the advanced cases 
of xeroderma pigmentosa; the skin of the hands, arms and face 
having the appearance of that of senility. Such cases are incurable. 
The treatment is purely symptomatic to prolong the life of the indi- 
vidual. 

Second (pre-cancerous inflammatory conditions). Every one past 
middle life, or even earlier, should be on the lookout for cancerous 
degeneration in patches of skin that have been subjected to irritalion 
from inflammatory processes. In this group we will include those 
cases of cancerous degeneration which occur in lupus vulgaris, lupus 
erythematosis,old patches of psoriasis, eczema, degeneration in burns; 
in old syphilitic ulcers, especially about the nose and mouth ; leuco- 
plakia on the tongue or mucous membrane of the mouth ; chronically 
inflamed tonsils ; various keratoses of the tongue and mucous mem- 
brane of the mouth. In other words, carcinoma may occur in any 
patch of skin subject to long, continuous inflammatory change. 
Why this is no one knows, but it is unfortunately one of the most 
frequent clinical observations; and in treating such patches, the 
physician should bear in mind this very important fact, and have 
recourse either to the knife, the X-ray or the actual cautery, some- 
thing to destroy the tissue. 

Third (mechanical trauma). Mechanical trauma also may pro- 
duce degeneration of the skin at the point of continuous irritation. 
We see this on the lip as the result of the irritation of pipe stems 
and cigars ; and in the mouth, from the heat or irritation of the hot 
smoke striking continuously upon a constant point. Also in the 
beetle nut chewers in Africa, where they rest the nut against the side 
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of the cheek ; a similar condition is caused by the tobacco plug in 
tobacco chewers. Again, in Africa, where the women carry a 
stove that rests against the skin and causes continuous friction ; the 
irritation of a badly fitted dental plate, or the constant friction of a 
sharp tooth seems to be the exciting factor of many cases of cancer 
of the mouth. Various other sources of trauma, especially of cer* 
tain occupations, can cause such degenerations. 

Fourth (chemical trauma). Occupational cancer, or cancer due 
to the constant irritation by chemicals, occurs in tar workers, par- 
raffin workers, pitch blend workers. Where the occupation of the 
individual subjects him to daily intercourse, on the face and hands, 
with some irritating chemical, cancerous degeneration is frequently 
seen. Chimney-sweep cancer, which usually occurs upon the scrotum 
from the chemical influence of the soot. Schamberg, in his investi- 
gations, thinks it may be due to the actinic properties of soot, al- 
though workers in lamp black are not subject to this form of de- 
generation. Most occupational cancers due to chemical causes occur 
upon the scrotum or the face. 

Fifth (actinism and senility). We have seen, in discussing Ka- 
posi's disease, that light seems to produce cancerous degeneration 
in certain young people. We see again a somewhat similar reaction 
in the elderly, especially in those individuals exposed continuously 
to the elements. Unna, who was the first to describe this form of 
degeneration of the skin, called it sailor's skin, as he saw it most 
frequently in people exposed to the storms and sun of the sea ; also 
in cab-drivers, farmers and those who are continuously in the open. 
It occurs usually after years of exposure, in the form of scaly, 
greasy plaques upon the skin, together with a constant congestion 
and subsequent thinning, with enlarged vessels and atrophic spots. 
At certain points where the epidermis is piled up in the form of a 
warty-like growth, cancerous degeneration frequently occurs. It is 
strange that the X-ray has such a beneficial influence, and it is prob- 
ably the best remedy that can be used for the removal of this con- 
dition. Sulphur, in the form of a salve (dram to the ounce), to 
which is added 4 per cent, salicylic acid, relieves the milder scaly 
plaques. 

We see, therefore, from these numerous clinical observations, 
that cancerous processes can be excited by external factors act- 
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ing upon susceptible cells; why it is that all chronic inflammatory 
patches do not degenerate into cancer is, of course, unknown. It 
seems to us, from clinical experience and from purely microscopical 
study of such cases, that it is necessary to have a change in the en- 
vironment of the epithelial cells, which is brought about, in these 
instances, by prolonged local change in the vessels and the attraction 
into the tissue of foreign cells. The underlying connecting tissues be- 
come succulent and non-resistant. 

It is necessary in all localized chronic inflammatory processes upon 
the skin to hell them as quickly as possible. Patients in all walks 
of life frequently become accustomed to an old patch of psoriasis 
or lupus and are negligent ; and physicians frequently apply, over a 
long period of time, local irritants which are exceedingly dangerous. 
Such patches should be treated radically, with the actual cautery if 
the lesions are small enough, or with the X-ray. Cauterizing chemi- 
cals are inadequate and dangerous. Scaly patches upon the face, 
keratoses (the so-called senile warts), should be treated with the 
X-ray or actual cautery. The treatment of an early suspected can- 
cerous change should be absolutely radical and destructive. For 
larger patches, the X-ray is preferable ; for smaller ones, the actual 
cautery. Where the carcinoma is deeper and penetrates into the 
tissues with a hard indurated border, the knife is the only remedy, 
and an operation should be performed going wide around the af- 
fected part. In all surgical cutting operations upon cancer, the 
operator should bear one point in mind, namely, the autoinfectivity 
of the cancer cell ; he should direct his technic to protect the tissues 
from any chance of autoinfection from the affected foci of the 
disease. We believe the large majority of recurrences in situ come 
from the accidental infection of the wound by cancer cells from the 
tumor, or, rather, implantation cancer. Crile and others have tried 
to prevent this by using X-ray subsequent to operation. But after the 
wound is healed and these infective cells are thus protected by scar 
tissue, the X-ray will probably not destroy them. If the scar tissue 
is young and yet vascular, it affords more protection to cells that 
may be lying there than fully formed scar tissue. Therefore the re* 
suits in all cancerous operations depend upon the careful technic 
of the operator. In every cancer of the lip, an incision should be 
made under the jaw sufficient to expose any involved glands, as they 
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cannot be felt through the skin and fat These glands should be 
exposed, and if they can be felt, should be taken out. Cancer of the 
lip, not excepting that of the breast, is the most dangerous of all 
locations upon the skin, and every precaution should be taken to 
prevent return or metastases in the glands. 



DIAGNOSTIC FEATURES OF NASAL AND OTITIC 
MANIFESTATIONS OF INFLUENZA 

By SEYMOUR OPPENHEIMER 

Associate Attending Otologist, Mt. Sinai Hospital; Consulting Laryngologist 

and Otologist, Gouverneur Hospital; Fellow of the American Laryngo- 

logical, Rhinological and Otological Society; Fellow of the 

American Academy of Oto-Laryngology, etc, etc. 

New York 

Following the various influenza epidemics of the past twenty 
years, a remarkable increase of disease of the mucous membrane 
lined cavities of the head has been universally noted, and while 
changes in the upper respiratory tract are a characteristic part of 
this infection, the aural and nasal apparatus has also suffered to a 
considerable extent, the number of cases of various nasal and aural 
disease being especially augmented during and immediately following 
any particular epidemic. 

While influenza in itself does not involve the ears to a much 
greater extent than do many other infectious diseases, yet it is so 
prevalent an affection that a large percentage of the cases of aural 
affections are attributable to it. The percentage of aural complica- 
tions in influenza is actually small, however. Nothnagel shows that 
of 3,185 contributions to the collective German investigations on 
the subject of epidemic influenza, 1,209 or 38 per cent, of those re- 
porting cases mention the presence of ear complications. Among 
55,263 influenza patients in the German army, diseases of the ear 
were observed in but 0.5 per cent., and among 30,000 patients in 
Strassburg, Jankan found ear disease in the same proportion. The 
Swiss reports, however, show 2 per cent, in 1,508 cases. The sta- 
tistics, it must be remembered, are from collective investigations 
among general practitioners. Among otologists who see few of the 
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mild acute cases, but observe especially the after-effects of the in- 
fluenza epidemics, the percentage of aural complications or sequelae 
is undoubtedly higher. 

As influenza in its infectious character shows a special predilection 
for the mucosa of the upper air passages, it can readily be appreci- 
ated that in those cases in which the middle ear becomes involved, 
the infection extends from the nasopharynx through the Eustachian 
tube, the mode of invasion differing in no way from that of other 
infectious diseases. 

In practically all the aural affections that are produced by this 
-disease, the chief characteristic, as compared with the same condi- 
tions following other infectious diseases, is the intense hyperemia 
present. All the tissues involved are engorged with blood far more 
than is noted in the inflammation caused by other affections. The 
symptoms in general, therefore, are largely dependent upon this 
pathologic condition, and both subjectively and objectively they 
express this intense hyperemia. 

Not infrequently during a severe epidemic of this disease, the 
external auditory canal may alone be affected, and under such cir- 
cumstances the inflammation produced is quite characteristic. The 
otitis externa is marked by a high grade of inflammation, and in 
both the osseous and cartilaginous portions of the canal a hemor- 
rhagic or fibrinous exudate may form, or bullae of varying sizes and 
filled with hemorrhagic contents develop early. 

The same hemorrhagic blebs are also found on the membrana tym- 
pani, either accompanied by the dermatitis of the external canal or 
independently of it, and when situated on the former site, they may 
constitute a true hemorrhagic myringitis. If uncomplicated with an 
effusion into the middle ear, there is considerable pain, but this is 
not as severe as when an otitis is present ; nor is the impairment of 
hearing as great as in the latter affection. This form of myringitis 
is characteristic of influenza, and its peculiar features are readily 
recognized by the appearance on the membrana tympani of ecchy- 
moses varying in size and extent ; or small hematomata may develop, 
either in the dermal tissue of the drum, or, more frequently, among 
its various constituent layers. More frequently, however, the mem- 
trani tympani becomes very much infected, and scattered over it are 
several blebs filled with blood. These rupture in from a few hours 
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to one or two days, when, if the middle ear is not coincidentally in- 
volved, or the degree of myringitis is not excessive, the inflammation 
rapidly undergoes resolution, although considerable pain in the 
ear may remain for several days longer. The bullae are usually 
situated on the posterior superior segment of the membrana and 
either perforate into the external canal, or not infrequently, into 
the middle ear through the tympanic membrane. The perforation is 
located at the site mentioned, or occasionally it may be situated in 
front of the handle of the malleus. When perforation of the mem- 
brana tympani occurs in this manner, a superadded purulent infec- 
tion takes place, but in the majority of such cases the drum mem- 
brane is not involved alone, but its inflammation is a part of the 
acute otitis media so frequently present. 

From its anatomical relations to the nasopharynx, with its con- 
tinuous mucous membrane lining, it is plainly apparent that the 
middle ear, with its attic and antrum, is more frequently involved 
as a result of influenza than is any other portion of the auditory ap- 
paratus ; and it is here that the most harmful effects of this disease 
are encountered, from mild cases of simple catarrhal otitis, to sup- 
purative changes, often with involvement of the mastoid process and 
destruction of the osseous structures. 

Influenzal inflammations of the middle ear may be divided into 
four distinct groups, the first two varieties not being in any way 
distinctive, but often found accompanying this disease, while the 
latter two have characteristic symptoms that are unmistakable. The 
first variety presents the symptoms of an ordinary acute non-sup- 
purative otitis media, with swelling and hypertrophy of the lining 
mucous membrane of the tympanic cavity, especially of that portion 
inferior to the attic; examination shows little or no interference 
with the hearing. In the second variety there is pain deep in the 
ear, with a moderate rise in temperature; the membrana tympani 
presents a diffuse redness, with the development of a sero-mucoid 
exudation into the cavum tympani, which at a later period may or 
may not become mucopurulent. The third variety characteristic of 
this disease, and seen with great frequency in the epidemic which 
we are now passing through, is rarely observed in any other affection 
than grippe, and is the typical form of middle ear disease in this 
affection. It is the hemorrhagic otitis media. Bright red to deep 
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blue colored bullae form on the membrana tympani, as described 
when speaking of this variety of myringitis, and these may be ac- 
companied with the development of similar vesicles in the osseous 
external canal. Accompanying these local phenomena, there is great 
. pain in and about the ear, a considerable rise of temperature and 
often a high degree of deafness. The fourth variety is characterized 
by violent purulent inflammation of all parts of the middle ear, 
often involving the mastoid process; there is great distress, high 
fever and considerable prostration. 

The onset of influenzal otitis is usually sudden, and excessively 
acute symptoms occur at a very early stage of the inflammation, so 
that often within a day of the onset in those cases where there is 
hemorrhage into the membrana, a discharge of a serosanguineous 
fluid is found, rapidly becoming purulent. Indeed, an otitis media 
terminating in suppuration is the most frequent affection of the 
ear found in this disease. The intense hyperemia of the tympanic 
mucosa, with the remarkable tendency to hemorrhagic effusions in 
these cases, undoubtedly causes acute symptoms, of which the severe 
otalgia is the most prominent. In non-influenzal suppuration of the 
middle ear, the persistence of pain after the pus has been evacuated 
is usually a symptom of further extension of the disease, and it is, 
therefore, often of grave import. In the influenzal affection such is 
not the case, as a rule ; indeed, the pain usually persists for several 
days, or even for a longer time, without it being due to further 
complications. The pain is also characterized by its constant sever- 
ity, and it is rarely localized directly in the ear, but frequently radi- 
ated over the head in a manner similar to a severe neuralgia. Not 
infrequently there is a definite aural neuralgia with hyperesthesia 
and tinnitus. The latter is often most distressing, occurs as a 
hammering or roaring, while it may also be complained of as an 
intense throbbing or beating. All of these forms of sensory dis- 
turbance have a marked tendency to continue for a more or less 
lengthy period after the inflammation has subsided. 

Impairment of hearing is usually quite marked during the course 
of the suppuration, but usually the restoration to normal is complete 
a short time after the acute inflammation has subsided, or at any 
rate when the suppuration has entirely disappeared; occasionally 
varying degrees of impairment remain, either from serious changes 



Digitized by 



Google 



ISO The Archives of Diagnosis 

in the middle ear, or from some involvement of the labyrinth. 
Should the deafness be extreme, however, during the course of the 
influenza it undoubtedly adds to the gravity of the case from this 
aspect. In such instances the restoration of hearing is rather doubt- 
ful, and either slight or complete deafness may remain permanently. 

Aural suppuration of influenzal origin is often more protracted 
than that of a simple purulent otitis media, and it seems to present 
a greater tendency to become chronic. Occasionally it is possible to 
discover the bacillus of influenza in the pus during the early stage, but 
as secondary infection with the usual pus organisms takes place 
almost from the onset, the finding of the specific organism is of 
little diagnostic value, especially as the general symptoms of the 
disease are so marked that the relation between it and the aural 
affection is always readily recognized. The ultimate results of 
these cases of otitis occurring with or following influenza, is usually 
a restoration of the involved ear to the normal, and even with viru- 
lent infections of the middle ear cavity, the prognosis is decidedly 
better than in the otitis occurring in many other infectious diseases. 

The majority of cases of grippal otitis entirely recover, yet a 
larger proportion than in simple suppurative otitis suffer from an 
extension of the purulent inflammation, with the development of 
mastoiditis. In the mastoiditis of influenza rapid destruction of 
bone is the rule, and all the symptoms are exaggerated. The pain and 
tenderness which in the non-grippal cases are usually marked, in the 
mastoid process itself, especially at the tip or base, are in the mastoid- 
itis of grippe usually referred over the entire side of the head or, if 
localized, they are most marked at the point of junction between 
the temporal and occipital bones behind the mastoid process. The 
pain is nearly always markedly neuralgic. 

The internal ear is but rarely involved in this affection, but there 
may be sudden and complete deafness due to a panotitis, while in 
those cases of marked deafness where the middle ear changes are not 
sufficient to cause it, the labyrinth or auditory nerve is usually in- 
volved. A peripheral neuritis of the auditory nerve may rarely be 
observed, followed by atrophy of its fibers. In such cases there will 
be found an interference with the perception of the middle notes of 
the musical scale, while the tone limits remain normal and the bone 
conduction is greatly diminished. 
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In the consideration of influenzal complications of the nasal 
chambers, I shall confine myself entirely to the affections of the ac- 
cessory cavities, for it is these which show the great brunt of the 
infection. 

The nasal mucosa lining shows, however, a peculiar hemorrhagic 
condition which is rather pathognomonic of this infection, consisting 
of a capillary oozing on the surface, associated with very little swell- 
ing. These hemorrhagic areas can be easily wiped away and no 
bleeding will occur, but in the course of a few hours the clot reforms. 

In practically every case of influenza of the catarrhal type there 
is some affection of the mucosa lining of one or more of the acces- 
sory nasal cavities. In my experience infections of the ethmoidal 
tract being the most frequent, the frontal sinus next in order, then 
the maxillary antrum, and finally the sphenoidal cavity. It should 
be borne in mind that contrary to the usual teaching, the develop- 
ment of the accessory nasal cavities takes place much earlier in 
childhood than is usually considered, and that muco-purulent dis- 
charge from the nose during an influenzal attack means an infection 
of some one of the various nasal cavities. 

The most constant symptoms of influenzal infection of these 
cavities other than nasal discharge is cephalalgia, which may be so 
severe as to require anodynes for its relief. I do not think the frontal 
headache due entirely to the pressure of the swollen mucous mem- 
brane lining the sinus, or to retention of secretions, but in part to 
the poison generated in the blood, which doubtless is the cause of 
pain throughout the rest of the body. What this toxic principle is 
we do not know, but most certainly it is the product of bacterial 
activity. 

All acute cases of influenzal accessory sinus disease, if intelligently 
treated, and the conditions underlying recognized and provision 
made for ventilation and free drainage, get well without passing into 
the state of chronic suppuration. Free drainage and ventilation of 
the sinuses is the keynote of treatment. Whether this is ac- 
complished by topical measures or by surgical intervention depends 
upon the anatomical and pathological conditions existing in the nasal 
cavities, and upon the particular sinus involved, but alas, we are 
daily confronted with scores of individuals, both children and adults, 
with nasal discharge of varying quantity, with bizarre neuralgic 



Digitized by 



Google 



152 The Archives of Diagnosis 

head pains, with varying degree of cephalagia, with ocular symp- 
toms, with hawking of mucus from the nasopharynx, with anosmia, 
with atrophic rhinitis with its foul-smelling crust formation ac- 
companiment, who date their original infection to an attack of in- 
fluenza. It is these individuals whose nasal symptoms are neglected 
by so many during their acute influenzal condition that to-day fill 
the offices of the rhinologist, and it is these cases of chronic acces- 
sory sinus disease which to-day form the greater part of the practice 
of every rhinological specialist. 



REMARKS ON A STANDARD COLOR TEST FOR 

INDICAN 

By ROBERT T. EDES 

Late Jackson Professor of Clinical Medicine, Harvard 
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Reading, Mass. 

Among the products of intestinal decomposition, many of which 
are presumably only partly known, one which at present seems to 
be assumed as a sort of clinical representative is indican or potassiiun- 
indoxyl-sulphate. It is very frequently present in the urine in small 
quantities practically negligible, like, for instance, the minute quan- 
tities of albumin which are to be found only by the most delicate 
tests. For more important amounts, however, there are no means 
of determination except the colorimetric, and for this there is no 
convenient standard available for ordinary clinical purposes. Many 
observers content themselves with "a little," "a small amount," or 
what is more convenient, with symbols like o, +, ++ and +++. 

The following plan is useful. Indigotin is a dry powder. "Com- 
mercial indigo-carmine," mentioned in the U. S. P. in making the 
'*test solution of indigo. No. 50" is a paste.^ 

The former of these was used, although undoubtedly the latter 
would be available in the same way. A yf^ solution is diluted suc- 

II had some difficulty in finding either of these at the apothecaries* or the 
color stores, but specimens were kindly furnished to me by A. Lee & Co. of 
Boston and Lawrence. 
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cessively to nrW^ nruVinr and 1 oo^ o mr- I" each of these groups ten 
gradations can easily be prepared and distinguished by the eye in 
a good light. The useful part of the scale will be found in the two 
last groups, with possibly occasionally in the next above, though 
such cases must be rare. These should be kept in test tubes of the 
same size as those in which the tests are to be made. Those in the 
■nnrWir gJ*oup, which will be the most used, may be marked i, 2, 3, 
and so on. 

In the T ^ o' lnr ^'^ss -jVt iV> tV will be enough for practical pur- 
poses. No. -^ is visible as a very faint blue if looked at downward 
through a sufficiently deep column ; from the side it is practically zero. 
W. H. Porter's No. 3 (Post-Graduate, 1907) would be foimd very 
near the top of the ^ ^ ^0 group. The U. S. P. test solution 
. No. 50 is far above. 

If measured-amounts of urine and chloroform are always used the 
calculated amount per diem can be very simply expressed in figures, 
thus a daily amount of 1500 c.c. urine with 5 c.c. chloroform contain- 
ing the color of 5 c.c. urine and corresponding, for instance, to No. 3 
will give a total of nine milligrams per diem, -^-V^XT7nr'Tyinr=Ti^i7Tr« 

This, of course, involves the assumption that the color found in 
the chloroform is equivalent to the commercial indigotir. It is 
certainly not the same. Commercial indigotin and indigo-carmine 
do not dissolve in chloroform nor do they pass to chloroform when 
previously dissolved in urine. Five c.c. of urine was treated in the 
usual way, giving to the chloroform layer indican equal to No. i. 
A large amount of a solution of indigotin was added to the same 
urine, making it a very dark blue, and by the same process gave 
the same color.^ 

The addition of liquor plumbi subacetatis adds very greatly to the 
clearness and elegance of the reaction. In fact without such prepar- 
ation a scale so minute as that just described would be compara- 
tively useless. The color would be there in either case, but without 
the lead it is obscured by material which may be got out of the way in 

^Indigo-carmine injected into the veins of rabbits colors the urine and many 
of the internal organs a distinct blue and the kidneys almost black. A verv 
interesting series of microscopic preparations may be obtained from such 
kidneys by "fixing" the color with absolute alcohol as soon as possible after 
death. (Heidenhain. Archiv. f . mikrosk. Anatomic, Vol. X, and Archiv. f. d. 
gesammte Physiologie, Vol. IX.) 
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the precipitate. Some chemists advise the lead in the proportion 
of one to ten, but less than this may often be used, especially if the 
specimen be of low specific gravity. 

Another coloring matter found in indigo and in the urine by the 
same reaction as indican and evidently closely allied thereto, is the 
"indigo-red," or as it might be called by one fastidious in colors, 
"pink" or "purple." In tests where chloroform is not used as a sep- 
arator the two are mixed so that the blue, indicating indican, is very 
likely not to be seen at all, but the solution is of a more or less light 
purple. If, however, the "leaded" and filtered urine is treated with 
the hydrochloric acid, potassium chlorate being the oxidizer, the 
chloroform takes the clear blue, while the pink remains above in the 
clear watery solution. There is no good standard for the "pink," but 
an arbitrary one might easily be arranged from ordinary water 
colors. 

Whether it would have any value as distinct from the blue is 
a question. It is probable that it ought to be added to the blue 
as indicating the same condition in the intestine, but just how much 
is still another question. In a general way it corresponds in inten- 
sity but it is not exact, i. e. the more blue the more red. 

Many of the studies (perhaps most) of indicanuria have been 
directed toward its value simply as an indicator of intestinal putre- 
faction, rather than to its own effects as an autogenetic poison. 
Symptoms occurring coincidently with its increase are referred to 
the intestinal abnormality and consequent general malnutrition. 
Would it not be worth studying it (with favorable opportunities) as 
itself an important poison of the nervous system with cumulative 
effects ? Might it not, as Dr. Porter suggests, tend to reinstate uric 
acid as another prime factor in the pathology of many diseases of 
metabolism? 
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THE ELECTRO-CARDIOPHONE 

A New Apparatus for Controlling the 
Heart and Heart- Sound Tracing 

By S. lilienstein 
Bad Nauheim, Germany , 

After the introduction of the telephone, it seemed perfectly ob- 
vious that electricity might be utilized for the conduction and re- 
ception of perceptible acoustic phenomena in the human body. 
Thus, in 1879, Stein constructed an "Electro-telephonic apparatus 
for diagnosing the action of the heart and pulse." Contact was 
rhythmically interrupted by the pulse beat, this being registered on a 
distant telephone. The apparatus does not appear to have become 
popularized, and H ii r t h 1 e was the first author to attract any 
attention in Germany with his "Apparatus for the registration of the 
human cardiac tone." In Vienna, in 1894, he demonstrated, before 
a large assembly of scientists, a resonator apparatus connected with 
a microphone, but the instrument was not taken up for clinical pur- 
poses. 

After numerous other experiments had been made by different 
authors, Otto Frank succeeded in exciting interest with his ap- 
paratus, which was even occasionally employed in the clinic. It 
is really a Marey drum, the membranous vibrations of which are 
registered optically. Reference must also be made to the Phonoscope 
of Weiss as well as to^ the experiments of Einthoven and 
Geluk, V. Hlowinsky and others. 

A critical survey of the experiments to date was published by 
Heinrich Gerhartz, who also devised an apparatus for optical 
registration. 

The object of these investigators, as is evident from their publica- 
tions, has been to overcome the difficulties due to the variation in 
the heart tones, and to differentiate between other acoustic phenom- 
ena which come under consideration for telephonic and microphonic 
survey respectively,— conduction, audibility and registration. Where- 
as quite slight sounds, such as the movement of a brush, scratching 
the finger nail, or even the ticking of a watch, can be easily appreci- 
ated with a microphone and rendered distinct by the telephone, the 
most sensitive and well-constructed microphone is unable to satis- 
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factorily record even regular heart tones. This discouraging fact 
was stated by J o a c h i m as follows : *'I have never succeeded in 
hearing cardiac tones in the telephone which have the character of 
genuine ones, although M i x and G e n e s t' s most sensitive ap- 
paratus and microphones have been placed at my disposal." 

The so-called cardiac "tones" are composed of a series of acoustic 
phenomena, in which tones of lower frequency prevail — ^40 to 100 
per second. By .means of an ingenious method, Marbe has 
succeeded in making the number of vibrations visible through rings 
of soot, produced by passing a flame through the tones in vibration. 

It is very difficult to differentiate genuine acoustic phenomena 
from the vibrations received by the chest wall during the heart's 
action. This differentiation, however, is also very imperfect with 
an ordinary stethoscope and in direct auscultation with the ear 
against the chest wall. Von M ii 1 1 e r, in his paper given at the 
Congress of Internal Medicine, Wiesbaden 191 1, demonstrated that 
the stethoscope, like any solid body, acts as a conductor of sound. 
In direct auscultation also, with the ear against the chest wall, be- 
sides the genuine tones (which physically represent vibrations in a 
solid body) vibrations of lower frequency, which are mainly attrib- 
utable to the cardiac apex impulse, are taken up, and are consequently 
associated with the first tone. Formerly, these slow vibrations of the 
chest wall were disregarded both physiologically and pathologically, 
because they did not strike the ear as a sound. 

On the other hand, it is of the highest importance in cardiac path- 
ology to distingfuish the sounds from valvular and pericarditic mur- 
murs. Any method which does not do this must be at once con- 
demned as unsuitable in practice. In most of the instruments pre- 
viously constructed, the noises produced in the microphone and be- 
tween the charcoal grains were so disturbing that the cardiac sounds 
could not be heard at all. I also had to work against this ap- 
parently unsurmountable obstacle, until I succeeded in overcoming 
it after many experiments made during the course of the last two 
winters with Dr. Deguisne at the electro-technical laboratory of the 
Physical Society of Frankfort on Main, and in Berlin at different 
electro-technical firms. 

In many of the earlier experiments already referred to, the fact 
had obviously been overlooked that microphones of ordinary con- 
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St ruction, even if very sensitive, are built in the first place for the 
reception of atmospheric sounds. On the other hand, the con- 
duction of sound through solid bodies is subject to quite different 
laws. In the first models which I constructed for the reception of 
cardiac tones, I dispensed with the membrane, which in 'the micro- 
phone is specially sensitive to atmospheric acoustic waves, and the 
result was highly satisfactory. As with the earlier authors, my 
greatest difficulty consisted in finding a simple, practical, adaptable 
and easily transportable form of electrically-driven cardiac tone 
apparatus. 



Pig. 1 Model of Lilienstein*8 Cardiophone 

After having tested a large number of models, both ready-made 
and those I had constructed myself, without satisfactory results, 
I succeeded in devising a microphone-stethoscope, an instrument for 
both examining and controlling graphically the cardiac sounds. 
For the sake of brevity, I gave it the name of Cardiophone, and of 
this Fig. I is a perpendicular semi-schematic section. The cardio- 
phone receiver is like a microphone with corresponding special 
equipment — necessitated by the peculiarity of the heart sounds — as- 
regards proportions, measurement and resonance. The electric cur- 
rent, introduced through the end of one of the poles, indicated by a,. 
passes to the carbon body c, by means of a spring with rubber insu- 
lation. This carbon body receives certain quantities of carbon grains 
in two or more circular concentric furrows, through which the cur- 
rent goes to the carbon membrane d. From here it is conducted 
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back through the cover b (chest piece) to the end of the other pole. 
In front of, and at a certain distance from, the carbon mem- 
brane d, a second membrane is arranged made of a hard material — 
hard rubber, celluloid or mica. (If the membrane d were placed 
directly on the chest wall, it would be more or less pressed out of 
shape. The electric resistance in the charcoal grains would always 
be slight and, further, the vibratory capacity of the membrane d 
would be lost partially or entirely. Consequently, I have added an 
antechamber and the membrane e.) When the chest piece is ap- 
plied, the acoustic vibrations which arise in the chest wall reach the 
carbon membrane d through the membrane e and the antechamber. 
The electric conduction of the carbon grains varies with the vibra- 
tions of this membrane d, which corresponds to the tones. The 
variations of current thus induced, which correspond exactly to the 
tone vibrations, can be made perceptible in the form of curves in 
the registering apparatus and as sounds in the telephone. 

By applying the cardiophone to the chest, the cardiac tones can be 
heard as distinctly as one can hear atmospheric sounds through an 
ordinary telephone. Pure tones can be distinguished from impure 
ones, and these again from valvular and pericarditic murmurs. 
One can hear acoustic phenomena proceeding from the lungs, vesic- 
ular and bronchial respiration, as well as bronchitic noises. I was 
able to confirm Miiller's statement that tracheal and bronchial res- 
pirations, as well as bronchitic sounds are rendered louder in the 
telephone than vesicular respiration. 

The following is a reproduction of an original cardiac sound 
curve of a healthy person, taken by means of an oscillograph 
(Bock-Thoma system). 

I I , . ... I .... ,..., I — 

1. R. I. a. 

Fig. 2 

Fig. 3 shows clear sounds taken with the Einthoven-Edelmann 
Electrocardiograph. 
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Fig, 3 Shows clear sounds taken with the Einthoven-Edelraann Electro-cardiograph. 

Any one who has experience with taking tracings of the cardiac 
tones will recognize that the tracing reproduced here (which is 
defective for technical reasons) is exactly similar to those obtained 
elsewhere with non-oscillatory suspended microphones. 

It is evident that by connecting my cardiophone receiver with the 
electrocardiograph the arrangement of the registering apparatus is 
considerably simplified. The vibrations of the strings of the gal- 
vanometer expressed in these tracings correspond' to the current 
fluctuations caused in the microphone and to all the acoustic phenom- 
ena proceeding from the heart. I agree with Gerhartz that 
the vibrations indicated are the results of the vibrations of the dif- 
ferent acoustic phenomena which appeared at the same time. In 
the sense above described, I also include the lower frequency vibra- 
tions, which no longer impress our ear as sound, but are certainly 
expressed in the tracing, as belonging to the cardiac tone in the 
widest sense and I should like to describe the acoustic and graphi- 
cally perceptible totality of the vibrations as "Heart tone equivalent- 
picture." This would be the easiest way to avoid any unnecessary 
dispute in theory and practice as to how many of the current fluc- 
tuations, which appear both in the telephone and cardiac tone trac- 
ing, are due to higher vibrations of frequency, i. e. sounds in the 
real sense — and how many to vibrations of lower frequency. The 
''Heart tone equivalent picture'* of this tracing, at any rate, shows 
fairly excessive constancy — which corresponds to the constancy of 
the genuine cardiac sound in this case. The heart sound equivalent 
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transmitted to the telephone by means of the cardiophone is equally 
constant 

The manifold possibilities of an electric instrument for examina- 
tion purposes must be at once evident. It is only necessary to glance 
at the great number of publications bearing on the subject which 
have appeared, mostly from physiological institutes, to recognize the 
urgent necessity there is in physiological and psychological labora- 
tories for graphic apparatus of this description. 

Under certain conditions of disease and therapeutic interference, 
both in private and hospital practice, the medical man is compelled 
to watch constantly the heart's action. Cardiophonic control is for 
example useful during narcosis and renders digital observation of 
the pulse superfluous. By means of a telephone and head piece, the 
assistant, and if necessary the anesthetist and operator, can con- 
stantly inform themselves as to the condition of the heart's action. 
Meanwhile, they have both hands free and are able either to assist 
or to operate. » 

In the practice of country physicians and obstetricians who occa- 
sionally have to operate without assistance, this method will prove 
of decided value. 

In balneological procedures, packings, baths, sudatory cures, etc., 
it is almost impossible to exercise continuous control with an ordi- 
nary stethoscope or phonendoscope. The advantage of the cardio- 
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phone is that the necessary control can be carried out not only con- 
tinuously, but also at any distance desired. 

In cases of severe illness or fever, the chest-piece can remain 
permanently in position over the region of the heart during sleep, 
etc. Hence, it is possible to observe the condition of the heart's 
action without disturbing the patient. 

The transfer of the acoustic phenomena by electric waves may 
be utilized as a medium of instruction in the clinic, and when several 
medical men meet in consultation, as by the interpolation of several 
telephones, it is possible for 20 to 30 physicians to simultaneously ex- 
amine a case. Thus, a problem which has puzzled many of our 
university professors, seems to be solved. So far I have purposely 
refrained from discussing the application of the cardiophone for the 
synchronous auscultation of several listeners and specially for edu- 
cational purposes, in order to avoid arousing the belief that I con- 
sider direct'examination and auscultation with the stethoscope as 
superfluous. On the contrary, every student must first learn to 
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practise direct auscultation and to recognize the heart tones before 
he can render a good account of cardiophonic observation. 

Dr. D e g u i s n e, whom I have already mentioned, a very ex- 
perienced telephone expert, assures me that the heart sounds are 
reproduced by the cardiophone as naturally as the human voice is 
reproduced in the best microphone and telephone installation. It 
is a recognized fact, however, that for instance it is impossible at 
first to understand a foreign language in the telephone, no matter 
how well one may know it, and that a certain amount of experience 
is necessary before one can tell what is said through a telephone. 
Similarly, it is necessary for students first to learn to understand 
the "language of the heart" without electric transmission. Not be- 
fore the ability to hear and interpret the heart tones has been ac- 
quired, can instruction in cardiophonic transmission be given ad- 
vantageously. Thus, when the teacher is explaining acoustic phe- 
nomena, the cardiophone is of distinct help in pointing them out, and 
all the students may profit by the instruction at the same time. By 
this method it is possible to study the influence of gymnastic exer- 
cises, medical remedies, psychical stimulation, etc., on the heart's 
action and the acoustics of normal and abnormal respiration, etc. 

By interpolating several cardiophonic receivers into the current 
circle, it is possible to simultaneously auscultate the sounds of dif- 
ferent orifices of the same heart. 
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Pig. 7 

The apparatus consists of : . 

1. The battery, which is in a case the shape of a pocket lamp; 

2. The cardiophone receiver, and 

3. The telephone, which may be supplied with a head-piece. 

4. The switch board, which is necessary when several telephone 
receivers are to be connected. 

For stationary use (in a bath-room, hydrotherapeutic institute, a 
clinic, etc.) an ordinary bell arrangement, or any other low current 
supply which is at hand (3 to 5 volts, i. e. 2 to 3 Leclanche or dry- 
cell batteries) can be utilized. The cardiophone may also be at- 
tached to the public telephone. 

The apparatus is for sale by The Kny-Scheerer Co., New York. 
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VAGOTONIA AND ITS SIGNIFICANCE 

By JACOB GUTMAN 

Director, Pathological Laboratory, Jewish Maternity Hospital; Attending: 

Physician, St. Mark's Hospital, O.P.D. 

Brooklyn-New York 

The tendency of medicine during the last century has been to create 
some order out of a chaos of facts, which have been derived from 
the studies of innumerable diseases with which the animal organism 
has been afflicted. Great efforts have been made to group together 
the diseases bearing more or less similarity to each other. Numerous 
classifications have been proposed based upon various foundations : 
bacteriology, morphology, pathology, function, etc. In later years 
the question of classification from an etiological standpoint and 
particularly in relation to the predisposition of certain individuals 
to definite diseases was taken up. This study resulted in the de- 
scription of several diatheses, which have cleared away a great many 
whys and wherefores. The status thymico-lymphaticus of Paltauf, 
the exudative of Czerny and Comby's neuro-arthritic diathesis have 
explained the symptomatology of numerous conditions, yet they 
have not been able to clear up satisfactorily the diversity of symp- 
toms or of complaints due to the same cause in different individuals. 
Nor were we fully enlightened as to the actual mechanism of the 
symptoms characteristic of those conditions. Numerous explan- 
ations have been forwarded in favor of one or the other theory, but 
only occasionally have they proved to be of permanent value. Ep- 
pinger and Hess, [''Die Vagotonic," Eine klinische Studie von Hans 
Eppinger and Leo Hess, August Hirschwald, Berlin, 1910.] en- 
abled by the extraordinarily abundant clinical material of von Noor- 
den's clinic, have turned their attention to the study of the above 
mentioned differences in the symptomatology of certain diseases in 
dift'erent individuals. They have also studied the causes of the 
peculiar idiosyncrasies exhibited by certain persons toward particu- 
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lar drugs. By following up these divergencies and tracing them to 
the nerves controlling the affected organs and regulating their func- 
tions, they soon arrived at the conclusion that these phenemona are 
greatly dependent upon the state of the vegetative nervous system 
•of the individual. 

The vegetative system seems to consist of two diametrically op- 
posed regulating divisions, represented on the one hand by the vagus, 
and on the other by the gangliated sympathetic cord. Anatomically 
the separation of these two forces functionating so differently and 
controlling nearly all processes of vegetative life, is practically 
impossible; the numerous anastomoses existing between them, the 
intricate intertwining with other branches of the cerebrospinal sys- 
tem makes such separation very difficult or impossible. Functionally, 
these controlling forces can be separated through the medium of 
substances endowed with specific affinity for one or the other of these 
systems. Pilocarpin, physostigmin and muscarin are drugs affecting 
the autonomous system. Some of these influence all the three 
branches, — the cranial, bulbar and pelvic, — others show some pre- 
dilection for one or the other branch, and none or very little for the 
others. The stimulating effects of any of the above-named drugs 
upon the organs is limited only to those governed by the nerve di- 
rectly influenced by the administered poison, while the organs domi- 
nated by the other branches, although being part of the same system, 
are not affected at all. Another vagotropic, but of a positively de- 
pressive character is atropin. For the autonomous system it is 
specific and very effective. 

The sympathetic division is governed principally by the hormone 
adrenalin. This substance is the product of the chromaffine system, 
<ind is produced continuously, as it is absolutely indispensable to the 
sustenance, activity and tone of the sympathetic nerve, and con- 
sequently also for the organs under its supervision. That much is 
-certain and absolutely indisputable*. On the other hand, its antag- 
onist, the autonomous division, also seems to be supplied with some 
such hormone physiologically similar in its effect to pilocarpine ; it 
has to be there to counteract the sympathetic, to hold the organism 
in proper balance. 

This substance Eppinger assumes to be a product of the internal 
secretions of the pancreas and calls it "Autonomin.** Under normal 
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conditions, the ultimate effect of these two opposing hormones is 
such, that the organs controlled by both antagonists are kept in 
equilibrium to the best interests of the organism; under abnormal 
conditions in the preponderance of either hormone, the scale be- 
comes unbalanced and one side predominates over the other. It is 
our object at present to study the over-activity and its consequences 
of only one of thie divisions, the autonomous, with the vagus as its 
most important factor. 

By vagotonia, we understand the condition where the vagus is re- 
tained in a state of hypertension, in which the organs it supplies are 
over-sensitive and over-responsive. Slight irritation suffices under 
these circumstances to procure unusual responses, the administra- 
tion of the smallest dose of poison will result in an exaggerated irri- 
tation of the organs in the jurisdiction of the nerve so influenced. 
Pilocarpine, a stimulating poison of the vagus, produces increased 
activity throughout the domain of its extensive distribution, and 
should be included as a test for this condition. In other words, 
vagotonics should definitely and powerfully respond to the admin- 
istration of a dose of this drug with salivation, profuse perspiration, 
myosis, bradycardia, diarrheas, or severe constipation, gastric hyper- 
secretion, etc. Atropin, the depressant drug of this nerve, would, 
on the contrary, check all the manifestations produced by an over- 
irritable vagus. In the diagnoses of this interesting condition, these 
two drugs are therefore to be employed as a guide. 

SYMPTOMATOLOGY 

In order to understand the symptoms of vagotonia, it might be 
best to review the physiological actions of the vegetative system. 
The following table, as set up by Eppinger and Hess, will help us to 
understand the actions and effects of both the sympathetic and 
vagus: 
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TABLE SHOWING THE EFFECTS OF NORMAL STLMULATION BY ATROPIN 
ADRENALIN, PILOCARPIN AND ERGOTOXIN UPON THE 
SYMPATHETIC AND AUTONOMOUS DIVISIONS 
OF THE VEGETATIVE SYSTEM 



Organ 



Sphincter 
Iridis 

Dilator Iridis 



Ciliary 
Muscles 

Orbital 
Muscles 

Salivary 
Glands 

Cerebral Blood 
Vessels 

Vessels of the 
Mouth 

Vessels of the 
Scalp 

Coronary 

Vessels 
Intestinal 

Vessels 



Genital 
Vessels 

Sweat Glands 



Muscles 
Arrectoris 
Pilii (face) 

Heart Muscle 



Esophagus 



Cardia 
Ventriculi 



Tonus 
Ventriculi 



Peristalsis 
Ventriculi 



Secretio 
Ventriculi 

Peristalsis 
Small Intes- 
tines 

Colon 



Action of 

Sympathetic 

Irrxtation 



Excites 
(I. and II. 
Thoracic) 



Excites 
(I and III. 
Thoracic) 



Excites 
(II. to IV. 
Thoracic) 



Contracts 
(II. to IV. 
Thoracic) 



Contracts 
(II. Thoracic 
to IV. Lum- 
bar) 

Contracts 
(I. to IV. 
Lumbar) 

Stimulates 
(II. Thoracic 
to IV. Lum 
bar) 

Excites 
(IV. to VIL 
Thoracic) 

Excites 
(I. to V. 
Thoracic) 

Relaxes 
(IL to IV. 
Thoracic) 

Paralyzes 
(II. Thoracic 
to IV. Lum- 
bar) 

Depresses 
(II. Thoracic 
to IV. Lum- 
bar) 

Paralyzes 
(II. Thoracic 
to IV. Lum- 
bar) 

Diminishes? 



Checks 
(II. Thoracic 
to IV. Lum- 
bar) 

Relaxes 
(I. to IV. 
Lurtibar) 



Action of 
Atropin 



Paralyzes 



Paralyzes 



Paralyzes 



Contracts (?) 



Dilates 



Checks 

Excites 
Relaxes 
Paralyzes 

Depresses 

Paralyzes 

Diminishes 
Paralyzes 

Relaxes 



Action of 
Adrenalin 



Excites 

Excites 

Excites (?) 

ContracU 

Dilates 

Contracts 

Dilates 
Contracts 

Contracts 
Checks 

Excites 
Excites 
Relaxes 
Paralyzes 



Paralyzes 

Diminishes (?) 
Paralyzes 

Relaxes 



Action of 

Autonomous 

Irritation 



Excites 
(Nervous Oc- 
culomotorius) 



Excites 
(Nervous Oc- 
culomotorius) 



Excites 
(Chorda 
Tympany) 

Dilates 
(Nervus 
Vagus) 

Contracts 
Nerv. Glosso- 
pharyngeus) 



Dilates 
(Nerv. 
Pelvicus) 



Depresses 

(Nerv. 

Vagus) 
Contracts 

(Nerv. 

Vagus) 
Contracts 

(Nerv. 

Vagus) 

Increases 
(Nerv. 
Vagus) 

Increases 
(Nerv. 
Vagus) 

Increases 

(Nerv. 

Vagus) 
Increases 

(Nerv. 

Vagus) 

Excites 
(Nerv. 
Pelvicus) 



Action of 
Pilocarpin 



Excites 



Excites 



Paralyzes 



Excites 



Contracts 



Stimulates 

Depresses 
Contracts 
Contracts 

Increases 

Increases 

Increases 
Increases 

Excites 



Action of 
Ergotoxin 



Paralyzes 



Dilates 



Paralyzes 
Depresses 
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TABLEr--(Continued) 






Organ 


Action of 

Sympathetic 

Irrttation 


Action of 
Atropin 


Action of 
Adrenalin 


Action of 

Autonomous 

Irritation 


Action of 
Pilocarpin 


Action of 
Ergotoxin 


Sphincter Ani 


Relaxes 
(I. to IV. 
Lumbar) 


RelaxesC?) 


Relaxes 


Spasms 
(Nerv. 
Pclvicus) 


Spasms 




Gall-Bladder 


Relaxes 
(II. Thoracic 
to IV. Lum- 
bar) 


Relaxes 


Relaxes 


Contracts 
(Nerv. 
Vagus) 


Contracts 




Pancreatic 


Checks? 


Checks 


Checks 


Increases 


Increases 


__^ 


Secretion 








(Nerv. 

Vagus) 

Contracts 






Bronchial 




Depresses 


Depresses 


Contracts 


^_^__ 


Muscles 








(Nerv. 
Vagus) 






Sphincter 
Vesicae 


Contracts 




Contracts 


Checks 






(I. to IV. 






(Nerv. 








Lumbar) 






Pclvicus) 






Detrusor 


Relaxes 




Relaxes 


Contracts 




_^ 


Vesica 


(I. to IV. 
Lumbar) 






(Nerv. 
Pelvicus) 






Pregnant 






Contracts 




Relaxes 


^__ 


Uterus 














Uterus Grayid. 






Relaxes 




Contracts 


_^_^ 


Retractor 


Contracts 




Contracts 


Relaxes 






Penis 


(I. to IV. 
Lumbar) 






(Nerv. 
Pelvicus) 






Sugar Tonus 


Figure. 




Increases 




Decreases 




Temperature 


Puncture of 




Increases 






..^.^ 


Tonus 


Vermis 
Ccrebelli 












Pigment Cells 


Diminishes 




Diminishes 




Increases 





From this table it can be seen how similar are the results upon 
each of the two systems from over-stimulation through normal chan- 
nels and certain poisons as referred to above. It is also easy to 
comprehend the total symptomatology of vagotonia or over-irrita- 
bility of the vagus. 

Eyes : Contraction of the pupils, crampy accommodation, some- 
times strabismus convergens, wide palpebral aperture (mild Graefe). 

Glandular: Marked salivation, increased nasal secretion and 
lachrymation. 

Skin: Profuse sweats, often localized (head, back, hands and 
feet), lividity of extremities, dermographismus, goose-skin, pig- 
mentation. 

Lungs: Disturbances of rhythm, asthma bronchiale, increased 
bronchial secretion, spasm of the glottis. 

Heart: Bradycardia, a very prominent symptom, abnormal ex- 
cited activity, nervous blockade, angina pectoris nervosa, Tscher- 
mak's phenomenon (pressure upon the vagus in its distribution 
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along the carotid resulting in considerable slowing of the puke), 
Ashner's phenomenon (pressure upon the orbit producing brady- 
cardia), unusual variability of the pulse with respiration, increased 
blood pressure. 

Stomach: Hypertonicity, Holzknecht's hook-shaped stomach as 
demonstrated by the Rontgen rays, hypermotility, increased secre- 
tion with or without hyperacidity, often antiperistalsis resulting in 
vomiting, sensitiveness, gastralgias, pylorospasm, cardiospasm, eso- 
phagospasm. 

Intestines: Spastic constipation, diarrheas accompanied by con- 
siderable mucus (non-inflammatory), enteritis membranacea, in- 
crease in intestinal ferments, cramps of the sphincter recti, erections 
or prostatorrhea during defecation. 

Other symptoms : Eosinophilia, not only of the blood, but also of 
all mucus discharges; gall-bladder colics, spasmodic icterus 
(Chvostek), functional dysurias, reflex anuria, increased toleration 
for dextrose. 

Diagnostic features: Myosis, bradycardia, eosinophilia, bron- 
chial asthma, mucus catarrhs (colitis membranacea), spastic consti- 
pation, sweating, nervousness. 

The subjective complaints are in keeping with the above enume- 
rated objective symptoms. The patient is usually youthful or mid- 
dle-aged, calling upon the physician for some insignificant disturb- 
ance, stomach or heart discomfort. He blushes and pales while re- 
lating his complaints, swallowing the excessive saliva ; his manner is 
hasty and he is excited in his speech and gesture. His color is 
usually good, his skin is fairly moist ; when touched, it easily reddens 
(erythema fugax) ; his hands and feet are cold, bluish-pink or 
marbled, moist, cool ; during the examination dribbling sweat drops 
may be seen from his forehead or axillae. His eyes are shiny and 
prominent (wide palpebral aperture) ; he may complain of disturbed 
vision myopia (accommodation cramp) or slight strabismus converge 
ens. His nose, lips, enlarged tonsils, adenoids, acne, comedones, sebor- 
rhea of the scalp, pale mucous membranes, thick, furrowed coated ton- 
gue with enlarged follicles, occlusion and catarrh of the nose — will re- 
mind one of the exudative diathesis. The patient may complain of 
shortness of breath, frequently sighing or yawning or suflfer from 
asthmatic attacks, or bronchial catarrh. His pulse is slow, perhaps 
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60, running up with the inspiration to 90 ; pulsation of the precordium 
is quite noticeable, and yet seemingly without any anatomical basis^ 
nor is there any for the forceful apex-beat or the occasional ar- 
rhythmia. The gastro-intestinal tract is the center of an abundance 
of complaints. In swallowing food the patient may feel the morsels 
stopping in his throat or precordium (esophagospasm and cardio- 
spasm) ; or after taking a small amount of food he may already feel 
a fulness in the stomach although his hunger has not as yet been 
appeased (hypertonus), the appetite is usually good, but eructa- 
tions and heartburn are frequent (hypersecretion). The bowels are 
sluggish, the movements very few (spastic constipation), the stools 
hard, ball-shaped and thoroughly dehydrated, their quantity is small 
and they may be covered with mucus. At times, the vagotonic may 
have constipation alternating with periods of innocuous diarrhea, 
seemingly without cause or following some nervous incident (ner- 
vous diarrheas) ; the rectum may feel full or be the seat of spasms 
and pains. The urine is found heavy, containing oxalates, earthy 
phosphates and even in cool seasons presents a distinct sedimentiun 
lateritium. Slight dysuria may also be present (from hyperchlor- 
hydria). Sexual erotism is prominent and ejaculatio precox not 
uncommon. The nervous system will exhibit higher irritability in 
the form of increased reflexes, — tendon, skin and muscular, — perhaps 
a positive Chvostek, slight tremor of the extremities, tongue and 
eyelids, dermographismus, etc. These patients are extremely sensi- 
tive to the vagotropic drugs (pilocarpin, eserine, digitalis), but 
considerable doses of atropin have to be administered to produce the 
desired effect. Adrenalin can be given in comparatively large doses 
without producing glycosuria or polyuria. 

For diagnostic purposes pilocarpin and atropin should always be 
employed. Pilocarpin will aggravate all complaints, atropin will 
ameliorate or check them. 

All the above enumerated symptoms are not to be found in every 
vagotonic ; although most of them can be discovered in typical cases, 
and these are none too few. If all branches of the vegetative system 
are involved, we find most of these disturbances to be present ; such 
cases are those of general vagotonia. In a great many other cases, 
the disturbances are limited to one or more branches, as the vigus 
alone, the pelvic branch, etc. The condition may also be limited to 
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parts of the vagus or to its distribution in a particular organ, while 
the other branches may be but little affected. Such conditions are 
termed local vagotonia. These occurrences explain why certain 
symptoms will predominate in one vagotonic, while in another they 
may remain inconspicuous; also why, in the same individual, the 
symptoms may vary at different periods : asthma bronchiale at one 
time, catarrhal troubles at another, while heart or gastrointestinal 
disturbances at a different period. This seems to depend upon the 
extent of the activity, and the character of the substance termed 
by Eppinger autonomin, and upon its influence over the system. 
Analogous are the actions of the vagotropic drugs, pilocarpin, atro- 
pin, physostigmin, muscarin, etc. While they all act more or less 
exclusively upon the vegetative system, not any one of them domi- 
nates the whole system completely, each has some predisposition for 
some part of the nerve or another; hence, their effect upon the 
organs is due to the extent of their influence over the nerves. 

As to the irregularity or diversity of the symptoms of many dis- 
eases, the following may be advanced as an explanation. Diseases 
are produced by substances having a definite effect upon organs or 
upon the nerves regulating and controlling the functions of these. 
The symptomatology of such diseases is dependent upon this fact. 
If a certain toxin is similar in its action to the vagotropic poisons, and 
attacks a vagotonic individual, the symptoms so induced will present 
themselves accordingly. In sympatheticotonic individuals, the effect 
of such a toxin would be quite the contrary, and therefore the symp- 
toms would be reversed. For this reason, the symptomatology of a. 
disease in an individual of a vagotonic type will be characterized by 
the prominence of symptoms to which the system is already pre- 
disposed. While in a person inclined toward sympathetic irri- 
tability, those symptoms obscure in the foregoing example will 
become very conspicuous and cause the patient great concern. For 
example, a gastric ulcer in a vagotonic will be accompanied by more 
pain, hyperacidity, constipation, tenderness, hypermotility, etc., than 
in an ordinary individual. Tabes dorsalis in such a case will dis- 
play symptoms of gastralgia (gastric crises), laryngospasm, rectal 
crises, urinary disturbances sooner than any of the other symp- 
toms characteristic of this disease. The symptomatology of Base- 
dow's disease is particularly dependent upon the extent of the irri- 
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tability of either division, the sympathetic or vagal, for in this dis- 
ease the whole vegetative system seems to be in a state of unre t. 
While protrusio bulbi. Lowi symptom, positive Mobius, tachycardia, 
loss of hair, alimentary glycosuria are due to an overactivity on the 
part of the sympathetic. Graefe's symptoms, sweats, diarrheas, suD- 
jective heart symptoms, lachrymation, respiratory complam s are in- 
dicative of vagus irritation. The same is true of many other con- 
ditions, such as: Addison disease, dysthyroidismus, tuberculosis, 
juvenile emphysema, cholecystitis, fevers, various dermatoses, etc. 
Therefore, whether the individual affected is normal, i- e. whetner 
both divisions of his vegetative system are held in equilibrium, or 
whether the vagus or the sympathetic has the upper hand, the symp- 
tomatology will vary accordingly. , • • e *u:= 
As neither the causative factor nor the source of origm ot tnis 
state is known, nothing in the way of direct means or prophylaxis 
can be utilized in the treatment of this condition. Only one remedy 
might be applied, atropin, the most important depressant ot the 
vagus. The deficiencies of atropin. though, are not inconsiderable, 
as the drug exercises no control over an important branch of the 
system, the pelvic nerve. The substitutes for atropin, belladonna, 
eumydrin, etc., may be employed for the same purpose. 

The subject of vagotonia is of considerable scientific interest, and 
has helped to solve a great many questions which until now seemed 
quite inexplicable. It surely deserves further study and investi- 
gation. 
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GENERAL METHODS OF EXAMINATION— SYSTEMIC 
AFFECTIONS— DISORDERS OF GENERAL ' 
METABOLISM 

Detection of Urobilin by Means of Cupric Sulphate — T.Hausmann, 
Deutsche med. Wochenschr., Feb. 20, 1913. 

Twenty to 40 drops of a 10 per cent, cupric sulphate solution is 
added to 10 to 20 c.c. urine. After the mixture has been carefully 
shaken a few times, from 2 to 4 c.c. chloroform is added. The test 
tube is again carefully inverted a few times. The chloroform settling 
at the bottom of the tube assumes a coloraition between light-yellow 
and copper-red, according to the amount of urobilin contained in the 
urine.' Mill. 

Leukocytes in Healthy Children — D. Rabinowitsch, Archiv f. Kinderheil- 
kunde, Vol. LIX, Nbs. 3 and 4. 

In healthy children between i and 15 years of age the total number 
of leukocytes is the same as in the adult, namely 6000 to 7000 per 
cubic centimeter of blood, on the average. Sex is without influence 
upon the number of leukocytes. The neutrophile polynuclear leu- 
kocytes continually increase with the progressing age of the children. 
They increase from 30 per cent, in the first year of life to 70 per 
cent, in the fifteenth. Corresponding therewith is a decrease of 
lymphocytes during the same period, from 60 per cent, to 30 per 
cent. While in small children the number of lymphocytes is larger 
than that of neutrophile granulocytes, the proportion is reversed in 
older children. This reversion of the proportion of leukocytes en- 
sues usually during the sixth year of life. The eosinophile cells occur 
on the average in from 4 to 6 per cent., fluctuating widely, however, 
in children of the same age. The transitional forms constitute on 
the average from 2 to 3 per cent, of the leukocytes in children. The 
mast cells occur usually in small numbers in children, from 0.3 to 
0.6 per cent. They are frequently not present in the preparations. 
The number of large mononuclear cells amounts to i to 3.3 per 
cent., and remains about the same during the entire period of child- 
hood. Mill. 

Blood Pressure Determination and the Ability to Work— H. Stursberg 
and H. Schmidt, Miinchener med. Wochenschr., Jan. 28, 1913. 

A patient exhibiting considerable increase in blood pressure when 
slightly exerting himself will be more readily affected by strenuous 
work than a patient in whom the same slight exertion does not call 
forth any or but a small blood pressure increase. Mill. 
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Cholesterin Content in the Blood in Various Diseases — Bacmeister and 
Henes, Deutsche med. Wochenschr., March 20, 1913. 

A large amount of cholesterin was found in the blood after a diet 
rich in cholesterin, in all grave nutritional affections, diabetes, 
obesity, nephritis and recent atherosclerosis. Little cholesterin is 
present after a cholesterin-poor diet, in the aged, the consumptive, 
in the bodily deteriorated and in fever. In typhoid there is hyper- 
cholesterinemia. Cholesterin is not produced in the organism but is 
introduced with the nutriments. Mill. 

Normal Body Temperature of the Child— D. Fraenkel, Deutsche med. 
Wochenschr., Feb. 6, 1913. 

Afternoon temperatures of 38 deg. C. and above are not per se 
indicative of a latent tuberculosis when the children are otherwise 
healthy. These temperature elevations are the consequence of in- 
creased muscle activity due to playing, walking, etc. Rest in bed 
will cause their disappearance and a return to the normal tempera- 
ture which, taken by the rectum, is 37.2 deg. C. in most children. 
Neuropathic children are prone to exhibit higher temperatures after 
physical exercise than non-neuropathic ones. Mill. 

Rectal Hsrperthermia in Childhood— £. Moro, Monatsschr. f . Kinderheil- 
kunde, Vol. XI, No. 9. 

Not infrequently there occurs an elevation of temperature in chil- 
dren after bodily exertion. These hyperthermic states are only ascer- 
tained when the rectal temperature is taken ; the axillar temperature is 
never increased in these instances. The elevation of temperature 
is due to heat production in the active muscle. The different be- 
havior of the various individuals as far as temperature elevation is 
concerned, depends upon the mode of respiration, the degree of 
sweat-production and the condition of the musculature. In children 
with well-developed muscles the temperature elevations are less 
marked than in those with weak muscles. The rectal temperature 
elevation is due to the fact that the muscles of the lower half of the 
body have to perform more work than the muscles of the thorax 
and upper extremities. Children affected with orthotic albuminuria 
exhibit rectal hyperthermia. Mill. 

'Tubercle Bacilli" in the Blood Current— E. Kahn, Miinchener med. 
Wochenschr., Feb. 18, 1913. 

The microscopical examination alone is not sufficient to demon- 
strate the occurrence of tubercle bacilli in the blood current, as there 
are substances in the normal blood which are acid-fast under normal 
conditions. Mill. 
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Lepra Bacilli in the Blood Current of Leprotics — M. Rabinowitsch, Ber- 
liner klin. Wochenschr., Feb. 10 and 17, 1913. 

Lepra bacilli circulate in the blood of individuals affected with 
leprosy and may be transmitted from the mother to the fetus by the 
medium of the blood. Mill. 

Diphtheria Bacilli in the Urine— W. Beyer, Munchener med. Wochenschr., 
Feb. 4, 1913. 
Author examined the urine of 19 children affected with or recon- 
valescent from diphtheria. Diphtheria bacilli were found in the 
urine of every case. Exceptionally, the urine of some reconvales- 
cents did not show any bacilli for a few days. Even on these days, 
the author maintains, the bacilli could have been demonstrated if the 
urines had been more thoroughly studied. Staphylococcus albus and 
aureus were regularly and diplococci occasionally encountered to- 
gether with the diphtheria bacilli. In 3 cases 8 weeks, and in one 
case 10 weeks had passed since the beginning of the disease. Mill. 

Fecal Examination for the Eggs of Parasites — F. Wolff, Berliner klin. 
Wochenschr., Feb. 17, 1913. 

The method of Yaoita (the employment of antiformin as the dis- 
solving agent) facilitates the demonstration of the ova of parasites 
in the feces. The preparations are clear and the examination is 
readily made. Mill. 

Dystpituitarism — G. von Bonin, Quart. Jour. Med. (London), Jan., 1913. 

There are hardly any cases of pure hyperpituitarism or pure 
hypopituitarism. Both are generally mixed ; in other words, human 
pathology has mainly to deal with dispituitarism. Sexual infantilism 
and adiposity are symptoms of hypopituitarism and are generally if 
not always found associated with acromegaly, namely hyperpitui- 
tarism. Sachs. 

Sjmiptomatic Differentiation between Disorders of the Two Lobes of th^ 
Pituitary Body — H. Gushing* Am. Jour. Med. Sci., March, 1913. 

The following conclusions are reached: Skeletal overgrowth, 
possibly combined with certain cutaneous changes and hypertrichosis, 
is an indication of anterior lobe hyperplasia. On the other hand, 
certain types of adiposity with an increased assimilation limit for 
carbohydrates, often with dry skin, subnormal temperature and pulse, 
are characteristic of the metabolic disturbances from posterior lobe 
insufficiencies. Hypotrichosis and sexual dystrophy are common 
accompaniments. — ^Assuming the combination of these factors, cer* 
tain not unfamiliar clinical syndromes, in which overgrowth is asso- 
ciated with adiposogenital dystrophy, can be explained. They differ 
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from the accepted syndrome of Frohlich not only in the absence of 
an hypophysial tumor with sellar enlargement, but also in their 
opposed skeletal features. — ^These physical states, in brief, are inter- 
preted as the expression of an anterior lobe hyperplasia combined 
either with posterior lobe hypoplasia or with what is in effect the 
same thing, stasis of posterior lobe secretion. Western. 

Thyrosis and Tuberculosis— L. Saathoff, Munchener med. Wochenschr., 

Feb. 4, 1913. 

Tuberculosis plays an important causative role in the production 
of the thyroses, including Basedow's disease. This is particularly 
the case in initial, prognostically favorable forms of tuberculosis; 
progressive forms of the affection are rarely associated with thyro- 
toxic symptoms. Temperature increase in thyroses not otherwise 
complicated are nearly always due to an accompanying or under- 
lying tuberculosis. There is no Basedow temperature elevation as 
such. Every case of positive or suspected thyrotoxicosis should be 
examined for tuberculosis, and when this is present be treated for 
this disease. In graver or stubborn cases surgical treatment should 
be resorted to. Mill. 

Influence of Intercurring Infections upon Chronic Diseases— D. Gerhardt, 
Mitteilungen a. d. Grenzgebieten d. Mcdizin u. Chirurgie, Vol. XXV, Nos. 3 
and 4, 1912. 

A transitory improvement of a chronic affection during the course 
of an acute infectious disease is not rare. Such improvement was 
observed by author in trigeminal neuralgia during the course of a 
croupous pneumonia, in bilateral ichias when there prevailed croupous 
pneumonia, in subchronic articular rheumatism when there existed 
follicular tonsillitis, an acute psychosis ceased while erysipelas was 
present, and there were no pressure symptoms in a case of brain 
tumor during the course of an infection of measles. Mill. 

Lordotic Albuminuria— iC. Dietl, Wiener klin. Wochenschr., Feb. 13, 1913. 

The mechanical cause is not the sole factor in the production of 
lordotic albuminuria. An energetically functionating vasomotor 
system may be enabled to equalize the circulatory disturbances in- 
duced by the lordosis. An improvement of the general state of health 
may favorably influence the albumin excretion. On the other hand, 
decline in health, as in fever for instance, may occasion increase of 
the albuminuria. Mill. 

Orthotic Albuminuria and Tuberculosis— W. Arnold, Munchener med. 
Wochenschr., March 4, 1913. 

A very thorough article based upon examinations of individuals 
with skin diseases, especially tuberculosis of the skin and syphilis. 
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The following conclusions are drawn: Generally speaking, there is 
no orthotic albuminuria in instances of skin disease including 
psoriasis. Orthotic albuminuria is comparatively rarely encountered 
in cases of skin tuberculosis, and there does not seem to exist any 
demonstrable connection between the two anomalies. Orthotic 
albuminuria is frequently met with in cases of recent, still untreated 
syphilis (in the absence of general tuberculosis). In late cases of 
syphilis and in its latent stage orthotic albuminuria was never found. 
— The presence of orthotic albuminuria is not an early proof for the 
existence of tuberculosis, as assumed by Liidke and Sturm; other 
general infections like syphilis have to be excluded. The orthotic 
albuminuria is not pathognomonic of tuberculosis; it is only a 
symptom of a chronic infection or intoxication. Mill. 

Wassermann Reaction in Diabetes— J. H. Richards, Jour. A. M. A., Apr. 12, 

1913. 

Four cases of diabetes with marked acidosis. All 4 cases give 
positive Wassermann reactions which are unaffected by antis)rphilitic 
treatment. Two cases of diabetes in which urine shows no aceton 
bodies, and only a slight amount of aceton in the other. Both show 
negative Wassermann reactiotis. One case of non-diabetic acetonuria 
with an absence of diacetic acid and of bata-oxybutyric acid. Was- 
sermann reaction is negative. It is evident that syphilis was not an 
etiological factor in any of the cases studied. It is also evident from 
a study of the cases of the first group that a positive Wassermann 
reaction is not indicative of syphilis in cases of diabetic acidosis. . 

Western. 

Malum Perforans in Diabetes Mellitus— J. T. Sample and W. L. Gorham, 
Johns Hopkins Hospital Bull., Jan., 1913. 

Perforating ulcer occurs in the male vastly more often than in the 
female. Men are of course more exposed to trauma and to chronic 
irritation of the feet. Alcohol is used to a greater extent by men, 
but it has not been shown to have any definite causal influence. 
Nearly every case recorded in the literature has occurred in an indi- 
vidual over 40 years of age. It is a malady, therefore, of middle, or 
• of late life. The glycosuria in these cases is almost always of a mild 
grade. The mild nature of the diabetes may be in part dependent 
upon the fact that perforating ulcer occurs in elderly people. The 
mal perforant of diabetes resembles very closely in appearance that 
of tabes, but it is to be distinguished from it, and from other forms 
of ulcer, by the location of the lesion. The initial lesion is often in 
the form of a small vesicle which later develops into an ulcer, or 
the process may take its origin from an infected form. The con- 
dition may be superficial, limited to the shin and subcutaneous tis- 
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sues, or it may extend more deeply, involving bone or cartilage, or 
opening into a joint. The metatarsal phalangeal joint is a favorite 
seat for such a pathological change. The superficial ulcer tends to 
heal in a short time when submitted to the proper treatment, while 
the ulcer of the deep, burrowing type is prone to last for a con- 
siderable period. Sequestra are rarely expelled. There should be 
no confusion, as a rule, between perforating \ilcer and the progres- 
sive ulcerations of diabetic gangrene. The former rarely, if ever, 
spreads out upon the surface, which is in sharp contrast with the 
behavior in gangrene. Western. 

Congenital Family Steatorrhea— A. E. Garrod and W. Hurtley, Quart. 
Jour. Med. (London), Jan., 1913. 

A boy aged 8 years has been subject from infancy to true stea- 
torrhea, namely the passage from the bowel of liquid fat, which 
solidifies on cooling. He is the second of a family of 5 children 
of parents who are first cousins. The fifth child, also a boy, died 
at the age of 11 months. He was similarly affected from birth. The 
boy exhibits no other morbid symptoms, is well grown and nour- 
ished, and in no way infantile. There are no signs of pancreatic 
disease unless the steatorrhea as such. He has never been jaundiced 
and cholalic acid can be detected in his feces. He has no diarrhea, 
nor any other manifestations of disease of the intestine and on a diet 
containing very little fat his stools assume a normal appearance and 
consistence. The percentage waste of fat in his stool is independent 
of the amount taken. The boy is presumably the subject of a rare 
inborn error of fat-absorption, probably a Mendelian recessive char- 
acteristic, but author's investigations have not enabled them to deter- 
mine where this error lies. Sachs. 

INFECTIOUS DISEASES 

Albumin Bodies in the Sputum of the Tuberculous— J. Pintborg, Zeitschr. 

f. Tuberkulose, Vol. XVIV, No. 5. 

Albumin is contained in the sputum of every case of active pul- 
monary tuberculosis. The relative amount corresponds to the degree 
of the affection and may be of prognostic import. It is even pos- 
sible to follow the course of the tuberculous disease by means of 
systematic examinations of the sputum for albumin. The examina- 
tion is simple. Fry. 

Diagnosis of Secondary Infections in Pulmonary Tuberculosis— S. W. 
McLehlan, Liverpool-Medico-Chirurgical Jour., Jan., 1913. 

Secondary infections in pulmonary tuberculosis do not always 
cause symptoms. Any sudden increase in the severity of the symp- 
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toms or the sudden onset of marked symptoms where previously 
more have been present should lead one to consider the possibility of 
a secondary infection. Any sudden rise in temperature followed by 
an intermittent, remittent, or hectic temperature, is frequently a 
valuable sign of secondary infection. It is on a careful examination 
of the sputum, both macroscopically and microscopically, that one 
must depend for diagnosis. Any sudden alteration either as regards 
quantity or character should always be looked on with suspicion. 
After washing the mouth with an antiseptic the patient expectorates 
into a sterile flask. After repeated washings of the selected portion 
in sterile water, some of the minute particles which sink to the bottom 
are inoculated into glucose-calcium broth tubes and incubated at 
Zy deg. C. for 24 hours. The broth cultures — pure and diluted with 
varying quantities of a one-tenth per cent, saline solution — are then 
subcultured on Vasgar plates and from these plates colonies are 
selected. Smears are at the same time made from the original 
sputum and from the washed sputum particles. They are stained 
either with methylene blue, Gram's stain or Ziehl-Neelsen. If the 
secondary bacilli cannot be separated from the tubercle bacilli by the 
washing-sedimentation method, it is a mixed secondary infection that 
is being dealt with. If they can be so separated, it is an accompany- 
ing secondary infection. Sachs. 

K5ntgen Diagnosis of Miliary Pulmonary Tuberculosis — L. Decloux and 
L. R. Dumas, Bulletin et Memoire de la Society des Hopitaux de Paris, 
1913, p. 581. 

By means of skiagraphy the type of pulmonary disease could be 
determined in 6 patients, i.e. 4 children and 2 adults. In miliary 
tuberculosis the pulmonary fields are studded with small, more or 
less roundish isolated or confluent spots. In some cases these spots 
are less numerous in the apex and upper lobe. Zimmer. 

Tuberculous Meningitis in Adults— G. A. Grace- Calvert, Liverpool Medico- 
Chirurgical Jour., Jan., 1913. 

In adults the symptoms of the onset of the disease are very in- 
sidious and diverse, though occasionally it is quite abrupt. The most 
frequent mode of onset seems to be the non-acute type, where odd 
subjective symptoms gradually show themselves, and may persist for 
a few days or weeks before any definite localizing sig^s of menin- 
gitis present themselves. These subjective symptoms may be such 
things as loss of appetite, irregularity of the bowels, general weak- 
ness, sleeplessness, loss of control of the sphincters, change of man- 
ner of disposition, mental irresponsibility, vague pains in the head, 
excitement or mild hysteria or trigeminal neuralgia. A patient who 
is naturally reserved may become rather foolish while another may 
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become quieter than usual. In other cases there may be temporary 
periods of rambling discourse or wandering delirium. Lastly there 
may be tremor or twitching of the extremities, or gradually increas- 
ing paralysis of the muscles of the eye. Sooner or later severe 
persistent headache develops. Vomiting does not seem to be a 
constant sjonptom as in children. Later signs of cerebral disturb- 
ance in the pulse, respiration, sphincters, etc., occur. Sachs. 

Sporadic Congenital Deafness and Deafness from Ssrphilis— J. K. Love,. 
Glasgow Med. Jour., March, 1913. 

It is doubtful if any disease, even tuberculosis, is so destructive 
of child life or so disastrous to child health as syphilis. A study 
of family trees points to the following conclusions: (i) syphilis is 
an infectious disease which having entered the blood of the parents 
is transmitted to the children; (2) among the children it stunts, and 
dwarfs and kills, many of whom are still-bom, many die within a 
few months or during the first year, and of those who survive some 
become blind, some deaf, some both blind and deaf whilst some 
continue in apparently good health; (3) the Wassermann reaction 
gives positive results when the combination of keratitis (blindness) 
and deafness occur in the child of syphilitic parents, occasionally the 
result is negative in the presence of the combination; it sometimes 
gives a positive result in the apparently healthy brothers and sisters 
of those affected by blindness or deafness, thus showing that they 
are really infected, and that at a later date symptoms may develop. 
A common cause of* death of these syphilitic children is meningitis. 
This disease occurs most commonly during the first or second year. 
From an examination of the blood of over 150 persons, about half 
of whom were bom deaf, and about one-third of whom have become 
deaf since birth it is established that congenital deafness is some- 
times due to the poison of syphilis. When no active process is going^ 
on apart from the deafness the Wassermann test sometimes is nega- 
tive. The examinations also suggest the probability that some cases 
are syphilitic although the blood reaction may be negative. Sachs. 

Acute S3rphilitic Nephritis in the Early Period of the Infection— -E. Hoff- 
mann, Deutsche med. Wochenschr., Feb. 20, 1913. 

In rare instances of the syphilitic infection the symptom-complex 
of the gravest form of nephritis may appear as early or even earlier 
as the roseola. There may be a marked albuminuria and extensive 
edemas. The nephritic manifestations may develop stealthily or they 
may come on suddenly. Mill. 

The Blood in Rheumatoses— J. Takeno, Jahrbuch f. Kinderheilkunde, VoL 
LXXVII, No. I. 
The results of hematological examinations in rheumatoses, Le. ar- 
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licular rheumatism, chorea minor, endocarditis and pseudochorea. 
The hemoglobin content and the erythrocyte curve are analogous to 
the clinical condition ; they decline when there is an aggravation, and 
increase when there is an improvement of the affection. The leu- 
kocytes, especially the neutrophiles, behave in a reverse manner as 
they become decidedly augmented when the clinical picture changes 
for the worse. Mill. 

Rheumatoid Arthritis in Children— J. Lindsay, Edinburgh Med. Jour., 
April, 1913. 

Rheumatoid arthritis in children generally has a more sudden 
onset than in adults. It is usually diagnosed in the first instance as 
being rheumatic fever, acute tuberculosis of the joints, influenza, or 
growing pains. There are in some cases short periods of quiescence 
between the exacerbations, when it may be thought that the con- 
dition has entirely subsided. We now look upon those as merely 
halting periods at the end of which the condition pursues its relent- 
less cause. At the outset the patient usually suffers from a tired 
feeling and stiffness in one or more joints which quickly invade the 
others. The distribution of joint involvement while following the 
same tendency to a centripetal course as in adults is more sym- 
metrical at any rate in the early stages. It may be said that all the 
clinical features of rheumatoid arthritis in children are prone to be 
more exaggerated than in adults. The joints become spindle-shaped. 
This enlargement is due to a swelling of the soft structures around 
the joints. Pain in the joints is more or less present in all cases. 
In a case which has run its course, the swellings are reduced in size 
and become irregular in shape, and the pain is lessened. "Spenders 
spots'' are seen on the skin in children with rheumatoid arthritis with 
much the same frequency as they are met with in adults. Vaso- 
motor disturbances allied to Renaud's disease are met with in chil- 
dren as a prodromal symptom. Muscular atrophy is a permanent 
feature. Tendon contracture appears early. Skiagraphy shows that 
in all cases there is a rarifaction of the bones in the vicinity of the 
joints affected. Enlargement of the spleen and lymphatic glands 
form an important feature in the physical signs of this condition. 

Sachs. 

Influenza: Gastrointestinal— L. J. Menville, New Orleans Med. and Surg. 
Jour., Jan., 1913. 

In the gastrointestinal form of influenza, soon after the onset of 
the fever, the child begins to vomit, and the tongue is seen to be 
covered with a thick white fur or is red and irritable with enlarged 
papillae. In some cases belonging to this type the symptoms are 
very severe; the temperature is high; the child cries with pain in 



Digitized by 



Google 



i82 The Archives of Diagnosis 

the belly; is drowsy and somnolent, the hand and tongue being 
tremulous, and the whole aspect recalls typhoid fever. In other 
cases again, the typhoidal condition becomes established more slowly 
after an ordinary mild attack of the gastrointestinal form. In many 
cases jaundice and enlarged spleen were seen. Severe headaches 
and dizziness were often observed, accompanied with diarrhea of 
watery character, principally colitic in type, sometimes complicated 
by a marked tenesmus, the stool being diarrheal in character and 
often mixed with mucus and tinged with blood. Western. 

Pellagra: Some Facts in its Epidemiology— R. M. Grimm, Jour. A. M. A.^ 
May lo, 1913. 

This article is based upon 323 cases of pellagra which were seen 
by author during the summers of 191 1 and 1912 while engaged in 
the pellagra field-work undertaken by the U. S. Public Health Ser- 
vice. — More cases developed among the whites than among the 
negroes. More cases occurred among the females of both races 
than among the males. More cases developed at ages between 20 
and 40 years than at other ages. Among the married and widowed 
pellagrins the females predominate ; the single pellagrins are equally 
divided between the sexes. More cases had their onset during the 
months of May and June than in other months, and more in 1911 
than in any previous year. More cases developed under conditions 
of poverty than of comfort, and more under conditions of comfort 
than of affluence. More cases developed in the vicinity of other cases 
than otherwise. None of the facts seem to indicate that pellagra is 
hereditary. The food used by the people in whom pellagra is 
prevalent deserves consideration as a possible etiologic factor. 

Western. 

Dengue — E. R. Stitt, Johns Hopkins Hospital Bull.. April, 1913. 

Dengue is a disease of strikingly sudden onset with rapidly rising 
temperature. Prodromata practically absent. Very marked soreness 
deeply seated about the place of origin of the ocular muscles so that 
every movement of the eyeballs is at once complained of as giving 
pain. General pains all over the body, more especially of the back 
and about tendinous insertions of the muscles which cause the pains 
to be referred to the joints. The rachialgia may be as great as that 
in variola or yellow fever. Fall of the fever about the third or 
fourth day which is often attended by a critical epistaxis, sweat or 
diarrhea, to be succeeded by an intermission of from one to three 
clays of a feeling of well being. About this time or with the sec- 
ondary rise of fever the true dengue rash appears. This is at first 
noted about the bases of the thumbs and extending over the dorsal 
surfaces of the wrists. Almost simultaneously a measles-like rash 
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appears over the dorsal and internal surfaces of the big toe extend- 
ing to the ankle, especially over the internal malleolus. Later on the 
elbows and knees may be involved or the rash may cover thickly 
the entire body. A carmine flush of tlie palms of the hands and 
soles of the feet is not uncommon. The so-called primary eruption 
is nothing more than an initial flushing of the face. About the 
third day a marked slowing of the pulse is noted, which may in the 
second accession of pyrexia be as low as 45 beats per minute. There 
is a profound loss of appetite, interest and energy. These mani- 
festations tend to extend well into convalescence. Insomnia or rather 
an inability to sleep for any extended period is often a marked 
feature of the disease. One dozes but does not sleep. There are no 
changes in the urinary findings which could be attributed to the 
disease. Very characteristic is the blood picture, which may be well 
exhibited even by the second day. In 100 cases studied by author the 
average leukocyte count was 3200 per cmm. with a poljmiorphonu- 
clear percentage of 51. The lowest white count in this series was 
1700 and the lowest polymorphonuclear percentage 29. Western. 

Pseudovariola— G. C. Emery, Northwest Medicine, May, 1913. 

There occurred an epidemic of pseudovariola in or near Preston, 
Idaho, early in 191 2 and prevailed throughout the winter months. 
A study of the epidemic reveals these points of similarity with 
smallpox: (i) the location of the eruption, especially its presence 
on the palms and soles, and (2) its general appearance in the more 
severe cases. It presents these differences: (i) longer average 
incubation period, i.e. 10 to 21 days; (2) irregular prodromata, 
sometimes almost absent; (3) absence of distinct umbilication ; (4) 
great variation in the continuance of the eruption; (5) lack of 
pitting; (6) the appearance of the scabs — more like those seen in 
impetigo; (7) instances of repeated attacks; (8) total absence of 
death rate. There were so many cases in which the patients had 
previously had varicella that it seems quite certain these two affec- 
tions are not identical. Western. 

Inclusion-Bodies in Scarlet Fever — J. Granger and C. K. Pole, Brit. Jour. 
Child. Dis., Jan., 1913. 

Authors conclude that except in the extremely fatal toxic type 
of scarlet fever, Dohle's inclusion-bodies will probably be found in 
every true case of scarlet fever during the first 4 days of illness. 
The absence of the bodies practically excludes scarlet fever. The 
bodies are present in almost every case up to the fourth day, after 
which they appear with lessening frequency and are absent in most 
cases after the eighth day, though in some very few cases they may 
be found as late as the third or fourth week. The bodies are present 



Digitized by 



Google 



184 The Archives of Diagnosis 

in quite" a large proportion of cases of diphtheria, measles, and 
tonsillitis. Therefore, the presence or absence of the bodies is of no, 
use in making a differential diagnosis between these diseases and 
scarlet fever. The bodies are found in most diseases caused by ordi- 
nary pyogenic organisms, especially if streptococci are present. The 
bodies are absent in toxic rashes. It is impossible to diagnose scarlet 
fever from film examination alone. Sachs. 

Influence of Septic Infection in Causing Eye-Disease— B. T. Lang» Brit 
Med. Jour., Feb. 22, 1913. 

Certain eye conditions are very frequently septic in origin and are 
not due to anemia, idiopathic tendencies, rheumatism, or the gouty 
diathesis. The exciting substance must travel to the eye by way of 
the blood stream. It is uncertain whether the causative agent is 
bacterial or toxic in character. Sachs. 

Epidemic Catarrhal Jaundice— L. Guthrie, Brit. Jour. Child. Dis., Jan., 1913. 

Mild epidemics of so-called catarrhal jaundice have been especially . 
prevalent in England during the past three years. Catarrhal jaun- 
dice must be regarded as being due to an acute hepatitis resembling 
mumps in some particulars. The prognosis in any given case in 
jaundice in children whether apparently sporadic or occurring in 
the course of epidemics must be guarded since we have no means of 
knowing whether it will run a mild course or whether it will termi- 
nate as a case of acute yellow atrophy of the liver. Sachs. 

Jaundice in Children— F. J. Poynton, Brit. Jour. Child. Dis., April, 1913. 

Author has divided his cases into three groups. The first group 
comprises those cases of prolonged jaundice dating from birth, and 
in nature apparently obstructive. This group comprised one infant 
3 months old and 2 infants 4 weeks of age. In. these cases there was 
an absence of splenic enlargement, a comparatively slight degree of 
jaundice, and a natural consistence of the enlarged liver. The 
second group is of the acholuric type and bears several names such 
as family acholuric jaundice and congenital family periodic jaundice. 
The disease runs in families and is characterized by an acholuric 
jaundice with enlargement of the liver and spleen, and anemia of 
varying degree. There are apparently two chief types:. one in which 
there js a persistent yellow color of mild degree but varying in depth 
from time to time ; the other in which anemia is prominent and there 
are outbursts of very definite and sometimes extensive jaundice. The 
last group is syphilitic in origin. Sachs. 
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RESPIRATORY AND CIRCULATORY ORGANS 
Broncho-Stenosis— O. Jacobson, Deutsche med. Wochenschr., Feb. 6, 1913. 

The slowly developing broncho-stenosis causes characteristic 
changes which can be demonstrated by skiagraphy. The most regu- 
lar and, at the same time, the most marked symptom is the inspiratory 
excursion of the heart and mediastinum into the diseased side of the 
chest; expiration permits the heart and mediastinum to return to 
their original location. This phenomenon is a compensatory process ; 
the lung with the stenotic bronchus cannot be sufficiently inflated 
within a given time while the lung of the healthy side is filled with 
a corresponding larger amount of air. Mill. 

Recent Advances in the Diagnosis, Prognosis and Treatment of Heart 
Disease— F. W. Price, Brit. Med. Jour., March 8, 1913. 

Extra-systoles wh$n considered by themselves, that is without ref- 
erence to the condition with which they may be associated, do not 
indicate an impaired heart or add to the gravity of an already 
diseased heart. Sinus irregularity can be entirely disregarded; it 
IS of no practical importance. Heart-block of mild degree giving 
rise to "dropped beats/* sometimes occurs during the course of in- 
fective diseases, and is then frequently the only sign of myocardial 
damage. When present it increases the gravity of the primary dis- 
ease. As a rule it is temporary. Pulsus alterans is an indication 
of very great exhaustion of the heart muscle. When pulsus alterans 
is continuous, that is when it lasts for many cycles, death usually 
follows within a few months. Auricular fibrillation is indicative of 
some myocardial affection. If the condition of the heart muscle be 
good for years there may be little or no indication of heart failure. 
In the great majority of instances this is not the case, so that a con- 
siderable degree of cardiac failure results. Sachs. 

Dorsal Auscultation of Heart and Blood Vessels— L. Kurt, Wiener klin. 
Wochenschr., Jan. 16, 1913. 

In childhood the heart sounds are usually audible in the back ; this 
is not so frequently the case in the adult. The sounds are best heard 
by the unaided ear. Generally speaking, the sounds are more audible 
to the left than to the right of the spine. The second sound is mostly 
accentuated. Mill. 

Certain Physical Signs of Myocardial Involvement— T. Lewis, Brit. Med. 
Jour., March 8, 1913. 

Certain parts of the myocardium may be termed silent in precisely 
the same sense as certain areas of the brain are so termed. Con- 
spicuous lesions of the ventricular wall may be present and give rise 
to neither sig^s nor symptoms. Development of heart-block during 
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the course of an acute rheumatic illness is an evidence of myocardial 
involvement not necessarily limited to the auricular-ventricular 
bundle, but almost certainly spreading to a greater or lesser degree 
beyond it. Sachs. 

Exceptional Types of Slow Heart Action— T. Lewis, Quart. Jour. Med. 
(London), Jan., 1913. 

Three cases of slow heart action of unusual form are described. 
Case L In a man who presented a continuous slow action of the 
whole heart, irregularity of the ventricle was observed. Case IL In 
this case no trace of auricular contraction, either coordinate or 
incoordinate, could be discovered in any record, venous or electro- 
cardiographic. Case III. In this the Adams-Stokes symptom-com- 
plex was present. The pulse was from 26 to 33 beats per minute. 

Sachs. 

« 

Subaortic Stenosis — H. Thursfield and H. W. Scott, Proceedings Royal 
Soc Medicine, Feb., 1913. 

An autopsy on a boy aged 14 showed that the aortic orifice was 
narrowed by a fibrous ring situated on the septum ventriculosum 
immediately below the undefended space and extending over the 
posterior aspect of the mitral-aortic cusp. The condition is not in- 
compatible with general health. Three other cases in which this 
pathological condition was present are referred to. The physical 
signs which one would expect to find in such a case are ( i ) evidence 
of a hypertrophy of the left ventricle; (2) a loud systolic murmur 
with its maximum intensit}' in the second and third intercostal spaces 
on the right side and conducted down the sternum; and (3) a 
systolic thrill most marked in that area. It is remarkable that the 
thrill is only recorded in one of the four cases. Authors suggest 
that this condition affords a possible explanation of no inconsider- 
able number of those cases of congenital heart disease in which 
without cyanosis or clubbing of the fingers, and with good general 
development, the children have a loud, rough, systolic murmur, 
heard at its maximum down the sternum. Such cases are not un- 
common among London school children, and are detected in the 
course of routine examination, not by reason of any failure of 
health. Sachs. 

The Vagaries of the Auricles— J. Hay, Liverpool Medico-Chirurgical Jour., 
Jan., 1913. 

In the order of their importance we have (i) extra-systoles of 
the heart arising in the auricle — ^''auricular extra-systoles"; (2) par- 
oxysmal tachycardia due to the auricle suddenly beating at an ex- 
cessive rate — the stimuli originating at some point in the auricular 
muscle other than the normal site or "pace-maker"; (3) auricular 
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flutter in which the auricle is suddenly affected by tachycardia, and 
where the ventricle does not follow suit but beats much more slowly 
and possibly irregularly. There is in fact a combination of heart- 
block and auricular tachycardia. (4) Auricular fibrillation, the 
highest grade of this order of the cardiac mechanism; in this the 
auricular movements are incoordinate, tremulous and inefficient. The 
ventricular action is often unduly frequent, and almost invariably 
irregular. It is obvious that we must turn to the auricles for the 
explanation of some of the most common and serious forms of heart 
failure. Sachs. 

Chorea of the Heart — C. Aubertin and M. Parvu, Presse medicale, Vol. 
;XXr, ?p..60, 1913. «.;•,:,• '• >- ' <:• •, 

The choreic conditions of the heart are analogous to the choreic 
movements of the voluntary musculature. Authors describe a case 
of cardiac chorea. There is marked muscular chorea, the heart is 
entirely normal ; the X-ray examination does not reveal any abnor- 
mality of the organ. There is a marked cardiac irregularity which 
is subjectively not noticeable. Analysis of the irregularity with the 
aid of cardiograph and electrocardiograph evinces auriculo-ventric- 
ular extrasystoles, isolated auricular contractions and ventricular 
extrasystoles. The circulation is normal. Treatment with arsenic 
yielded favorable results. Zimmer. 

Endocarditis Lenta— J. Lewinski, Berliner klin. Wochenschr., March 10, 1913. 

A study of 3 cases of endocarditis lenta. The affection appears 
as a chronic sepsis localized on the cardiac valves. It is caused by 
a special, well-characterized microorganism, i.e. the streptococcus 
viridans. The prognosis is very unfavorable; the author's 3 cases 
died. Chemotherapy is probably useless ; vaccine therapy should be 
employed at an early stage before the organism has lost its resist- 
ance. (See Archives of Diagnosis, Vol. VI, p. 85.) Mill. 

The Heart in Diphtheria— J. B. Elliott, Jr., New Orleans Med. and Surg. 
Jour., April, 1913. 

The main effect on the heart of the diphtheria toxin is an acute 
myocardial degeneration, both fatty and interstitial; a degeneration 
of the pneumogastric nerve may occur; the main symptoms that 
occur demanding attention to the heart are tachycardia or brady- 
cardia, dyspnea, epigastric pain, and gallop rhythm and late vomiting- 
must be guarded against. The treatment above all must be rest. 

Western. 

Clinical Significance of Blood Pressure Records — L. T. Thome, Prac- 
titioner (London), March, 1913. 

Valuable information of the condition of the vessel walls may be 
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gained by the comparison of the maximum and minimum blood 
pressure records in any given case. Author used Martin's sphyg- 
momanometer and Oliver's tampon and stethoscope. The minimum 
blood pressure is indicated by that point, marked on the sphygmo- 
manometer at which a bruit is first heard by the stethoscope con- 
nected with Oliver's tampon and denotes the instant at which the 
pressure of the armlet begins to flatten the circumference of the 
brachial artery ; and the maximum blood pressure is indicated by the 
point at which this bruit ceases to be heard. In a case with healthy 
vessels the diflference between the above two points varies from 
about 30 to 40 mm. Hg. ; if this difference is above 40 mm. Hg. we 
may conclude that the vessel walls are not healthy, and the con- 
dition of those walls may approximately be estimated by the degrees 
of difference separating the minimum and maximum blood pressure. 
In a case in which the blood pressure is abnormally high, but the 
ration between the minimum and maximum blood pressure is not 
materially altered, we may infer that the raised tension is due to 
hypercontractility of the vessel walls, that they are otherwise healthy, 
and that a favorable prognosis may be given. Sachs. 

ALIMENTARY TRACT 

Diagnosis of Dyspepsias — G. B. Eusterman, Jour. Missouri State Med. 
Ass., April, 1913. 

The essential factors in the recognition of gastric and allied con- 
ditions causing dyspepsia are: careful history taking; routine 
thorough physical examination; a routine test-meal examination; if 
necessary, a skiagraph series or fluoroscopic study of the gastro- 
duodenal area ; a correct interpretation of all the data at hand. The 
general attitude of the patient, his general appearance, etc., should 
be observed. Western. 

Apcpsia— A. P. Lensman, Northwest Medicine, May, 1913. 

In very few cases apepsia is transitory and of a temporary nature ; 
in the great majority of cases it is allied to a gradual atrophy which 
in time destroys the secretory power of the gastric glands. All the 
possible factors for cancer of the stomach must be borne in mind 
and carefully excluded. No case of long-standing diarrhea should 
be diagnosed as of intestinal origin without examination of the 
gastric secretion. Western. 

Gastric Ulcer and Lymphatism— E. Stoerk, Deutsche med. Wochenschr., 
March 13, 1913. 

Pathologico-anatomical researches have demonstrated that con- 
stitutional lymphatism is at the bottom of the round gastric ulcer. 
This is especially the case in young persons. Mill. 
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Gastric Ulcer without Food Retention— F. Smithies, Am. Jour. Med Sci., 
March, 1913. 

This is a clinical analysis of 140 operatively demonstrated cases 
in the Mayo Clinic. The diagnosis of surgical gastric and duodenal 
ulcer with food retention is comparatively simple, but the recognition 
of gastric ulcer when the emptying power of the stomach is still 
unimpaired offers much greater difficulties. While careful develop- 
ment of the history, routine physical examination, and scrutiny of 
test-meal and laboratory data frequently admit of tentative diagnosis 
of gastric ulcer, a large number of cases present a picture so blurred 
by duodenal, gall-bladder, and appendix manifestations that unre- 
served diagnosis is rare. This very thorough report has been made 
in the endeavor to determine the possibility of exact prelaparotomy 
diagnosis of afore-mentioned group of cases. For the details the 
article itself must be studied. Western. 

After-History of Gastroenterostomy for Peptic Ulcer— A. W. Bourne, 
Brit. Med. Jour., March i, 1913. 

The results of treatment of peptic ulcer by gastroenterostomy are 
generally either excellent cures, or complete failures. The immediate 
mortality of the author's 92 cases was 7.6 per cent. The general 
results are, 43 per cent, excellent ; 38 per cent. bad. The prognosis 
is much better when the patient is over 40 years old. The duration 
of symptoms, is of no assistance in forecasting the result of the 
operation. The length of time elapsing between the meal and the 
onset of pain is of great importance ; the longer it is the better the 
outlook. Duodenal ulcers yield very much better results than gastric 
ulcers. Cases of pyloric stenosis yield the best results. Failures 
may be due to recurrence or failure to heal of the original ulcer, or 
to the formation of jejunal ulcer. Apparent relapses result from 
adhesions causing pain, vomiting, etc., and from carcinomatous 
degeneration. Sachs. 

Pylorospasm— K. Glaessner and S. Kreuzfuchs, Munchener med> 
Wochenschr., March 18, 1913. 

On the hand of physiological and clinical experience authors ad- 
vance the following formula: If HCl is larger as alkalescence there 
is pyloric occlusion or pylorospasm ; if HCl is equal or smaller than 
alkalescence there is an open pylorus and gastric autoniatism. 

Mill. 

Carcinoma of the Stomach — An Analysis of 200 Cases of the Disease — 

J. Langwill, Edinburgh Med. Jour., March, 1913. 
Gastric cancer is probably the commonest fottn of malignant 
growth occurring in males. Females are f ^j. jtiore frequently af- 
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f ected than text-books would lead one to imagine. A marked per- 
centage of cases occur in persons under 40 years of age. Heredity 
in some cases is an important etiological factor. Alcohol by acting 
as an irritant may cause ulceration and later carcinoma, or it may 
cause cancer by direct action. Systematic weighing in all gastric 
cases should be more commonly practised, carcinoma being marked 
by steady decrease in body weight. Pain is an almost invariable 
early symptom. Sachs. 

Occult Blood from the Gastrointestinal Tract— J. Boas, Berliner klin. 
Wochenschr., Jan. 27, 1913. 

Author modified the guaiac test for occult blood in the feces, as 
follows: A few small particles of the stool are rubbed up in a 
porcelain dish while a mixture of glacial acetic acid and alcohol 
(1:3) is gradually added; the resulting mixture is then filtered 
through a small filter. If the filtrate has assumed a deep-brown 
coloration from 2 to 3 c.c. alcohol may be added to it. Following 
this a weakly-yellow alcoholic solution of guaiac resin is prepared; 
of this 10 to 15 drops is added to the filtrate. Without shaking the 
mixture 15 to 20 drops of a 3 per cent, solution of hydrogen per- 
oxid is added. In the presence of blood a dark-blue coloration will 
ensue. Mill. 

Epigastric Hernia — J. Phillips, Cleveland Med. Jour., Feb., 1913. 

A large proportion of patients with epigastric hernia have no 
symptoms, and the hernia is discovered in the course of a routine 
physical examination. The most constant symptom is pain in the 
epigastrium, which may be referred to the bladder, testicles, rectum 
or towards the chest and is increased by bending backward, kneel- 
ing or on jarring, such as going up or down steps. In some cases 
the pain is more marked when the stomach is full and it is increased 
by lying on the back. This is true if the stomach wall i^ adherent. 
In cases where the stomach is not adherent, the pain will be relieved 
by lying on the back. Sometimes paroxysmal pain resembling gall- 
stone colic has been noted. If this is accompanied by emesis and 
collapse it would suggest incarceration. The patient may have 
heartburn, eructations of gas, vomiting, flatulency, cardiac palpita- 
tion, constipation, headache and dizziness. Gastric analysis gives no 
constant findings; the majority of cases show hyperacidity, a few 
subacidity or normal findings. — ^The majority of writers consider 
operation safe and the results satisfactory. In fact, operation is the 
only effective treatment. Western. 

Laparoscopy — L. RiNON, Bulletin et Memoire de la Societe des Hopitaux 
de Paris, 1913, p. 510. 

Jacobaeus, of Stockholm, was the first to employ endoscopy of the 
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closed abdomen. Author has employed this method in 3 cases of 
Laennec's cirrhosis without deleterious after-effects. The examina- 
tion enabled him to ascertain the color and vascularization of the 
peritoneum. Laparoscopy is justified in affections of the liver and 
peritoneum. Zimmer. 

Chronic Appendicitis — A. Krecke, Miinchener med. Wochenschr., March 18, 

1913. 

The pain in chronic appendicitis has, as a rule, a boring or pierc- 
ing character, while in colitis there is a sensation of pressure and dis- 
comfort. A simple abdominal uneasiness should not be attributed 
to appendicitis without cogent reasons. The seat of the difficulty in 
appendicitis is situated in the right iliac fossa; in colitis the dis- 
tressing sensations radiate in all directions. Attacks of pain point to 
appendicitis. The dependence of the difficulties from bodily exertion 
or menstruation direct the attention to the colon. The pains in 
appendicitis are as a rule not influenced by external circumstances. 
The localized pressure pain exactly at McBumey's point, elicited 
repeatedly, is probably indicative of chronic appendicitis. If there 
exists pressure sensitiveness over other areas of the abdominal 
cavity, especially the sigmoid flexure, there is a probability of colonic 
disease. Mill. 

Appendicular Peritonitis— E. Haim, Archiv f. klin. Chirurgie, Vol. IC, No. 4, 

1912. 

Cases of appendicitis caused by streptococci or pneumococci are 
characterized by a virulent infection, a rapidly progressing peritonitis 
extending over the entire abdominal cavity, grave disturbance of the 
entire system, bad prognosis and very slight alterations in the ap- 
pendix itself. On the other hand, the appendix cases due to the 
colon bacillus are characterized by the tendency of the appendix to 
become destroyed and gangrenous. The process progresses decidedly 
slower in the abdominal cavity, there is a greater proneness to a 
localization of the process and to sacculated abscesses; the general 
condition is not much disturbed and the prognosis is much more 
favorable. It is necessary that the bacteria become more virulent 
if they give rise to an appendicitis; this increase in virulence is 
usually produced by a stasis of the secretion in the appendix. In 
the majority of instances appendicular peritonitis is called forth by 
a mixed infection (extogenous bacteria, streptococci and pneumo- 
cocci together with the intestinal flora). Mill. 

Benign Polsrpi of Rectum and Sigmoid — Decker, Munchener med. 
Wochenschr., March 18, 1913- 

Benign polypi of the lowest portions of the alimentary tract ap- 
.pear either as solitary or multiple polypous growths. They seem 
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to occur more frequently in the rectum than in the higher segments 
of the intestine. They are generally pedunculated ; rarely they grow 
from a broad basis. This is a favorable factor as far as treatment 
is concerned, for the pedunculated growths may be more readily 
removed. With the exception of hemorrhage and occasional mucus 
discharge (the latter especially when the polypi are situated in the 
lower portions of the gut), the benign growths usually occasion no 
disturbance of any kind. Mill. 

Bastedo's Sign— A. F. Hertz, Lancet, March 22, 1913. 

Patients suffering from appendicitis generally experience pain 
in the right iliac fossa even if the pain has hitherto been confined 
to the epigastrium when Bastedo's test is employed. (See Archives 
OF Diagnosis, Vol. IV, p. 308.) In some cases in which no pain 
was produced, marked tenderness has been found at McBurney's 
point. In the author's experience when this test was positive, the 
appendix was always found to be diseased at the subsequent opera- 
tion with the possible exception of one case. Sachs. 

The Cammidge Reaction in Pancreatic Disease— J. Mayesima, Mitteilungen 
a. d. Grenzgebieten d. Medizin u. Chirurgie, Vol. XXV, Nos. 3 and 4, 1912. 

The reaction was positive in the most discrepant diseases and 
frequently also in healthy persons; for this reason it has no diag- 
nostic significance in pancreatic disease. The examination of the 
crystals produced by the reaction showed that they do not always 
exhibit the same chemico-physical properties, and that the positive 
reaction is due in most instances to the paired glycuronic acids 
occurring in normal urine. Mill. 

Significance of the Islands of Langerhans in the Human Pancreas — K. 
Koch, Virchow's Archiv, Vol. CCXI, No. 3. 

The islands of Langerhans are no independent formations. In- 
termediary formations between island cells and tubulus cells are 
frequent. The islands are degenerated, non-functionating and func- 
tionally deficient portions of the parenchyma. Mill. 

Non-Parasitic Cysts of the Liver— S. Boyd, Lancet, April 5, 1913. 

The most striking clinical feature of solitary non-parasitic cysts 
of the liver is the great preponderance of the condition in the 
female sex. Of the 34 cases collected in this paper, 24 were in 
females, while the sex of six is not stated. The clinical signs and 
symptoms are very variable depending on the size and situation of 
the tumor and its pressure effects. Pain is not a marked feature. 
In some cases its absence was noted. Dyspepsia and vomiting oc- 
curred in several cases. Jaundice, independent of calculi in the com- 
mon duct and malignant disease, occurred in only one case. Inter- 
ference with the menstrual function was noted in some cases. An 
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abnormal swelling, in most cases diagnosed as a cyst, -was present 
in all cases. A characteristic feature of non-parasitic cysts is their 
comparatively low tension. A connection of the cyst with the liver 
can generally be made out. Progressive increase in size often at a 
rapid rate is to be confidentially expected in these cases. Sachs. 

Chloroform Narcosis and Diseases of the Liver— W. Hildebrandt^ 
Miinchener med. Wochenschr., March 11, 1913. 

Congestion of the liver, biliary retention, tumor metastases in the 
liver, abscess or cirrhosis of the liver, etc., may often be recognized 
on the hand of a single examination of the urine for urobilin. The 
consideration of urobilinuria in a given case is especially valuable 
in the diagnosis of acute parenchymatous hepatitis, which is a so very- 
frequent concomitant phenomenon in acute infectious diseases. 
There may be a hepatitis in erysipelas and scarlet, in perityphlitis 
and other inflammatory changes in the abdominal cavity, and also 
in tuberculosis. The chloroform necroses of the liver are character- 
ized by urobilinuria and occasionally by icterus. It is a mistake to 
use chloroform when there exists a hepatitis. Mill. 

NERVOUS SYSTEM 

Early Symptoms of Cerebral Arteriosclerosis— Raecke, Archiv f. Psy- 
chiatrie u. Nervenkrankheiten, Vol. L, No. 2. 

There are general nervous symptoms and somatic disturbances, as 
initial insomnia, paresthesias, headache, attacks of dizziness, mono- 
pareses, hemipareses, aphasic symptoms, transitory pareses of the 
ocular muscles, pupillary changes, speech impediments, hypoglossal 
and facial pareses, changes in handwriting, alteration of gait, tremor- 
movements, disturbances of tendon reflexes and increase in spinal 
pressure. Among the early psychic phenomena of cerebral arterio- 
sclerosis may be encountered decline of memory, fatigue, temporary 
lack of the association of ideas, mental sterility, indiflference, apathy, 
difficult concentration, increased irritability and emotional exaggera- 
tion, and slight changes in character. In the initial stage of cerebral 
arteriosclerosis there ensue occasionally symptom-complexes 
resembling neurasthenia, hypochondric states and hysteriform- 
psychogenic phenomena. Various mental disturbances, at first ap- 
parently nothing more than curable functional psychoses, may usher 
in the cerebral deterioration. Besides epilepsy, there may occur 
depressive, expansive, and paranoic conditions. All these mental 
states are characterized by intermittency, aggravation by external 
injuries and the readiness for therapeutic measures purporting rest 
and bodily care. The diagnosis of cerebral arteriosclerosis becomes, 
more certain when the fibrotic process can be demonstrated in an- 
other organ or the peripheral arteries. However the degree of the 
sclerotic thickening of the intima does not stand \n defitiite re\atioi\ 
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to the palpability of the arterial wall. Again, increase in blood 
pressure does not necessarily belong to the picture of arteriosclerosis. 

Western. 
Arteriosclerotic Neuritis— O. Forster, Wiener med. Wochenschr., Feb. 3, 

1913. 

Arteriosclerotic neuritis is not a very rare affection. The disease 
concurs with other manifestations of an arteriosclerotic nature. It 
runs a very chronic course and is prone to remissions. It may ex- 
tend to other nerve regions. Improvement after administration of 
iodin is of diagnostic import. Mill. 

Traumatic Neurosis— P. Bailey, Cleveland Med. Jour., Feb., 1913. 

Statistical inquiries undertaken for the purpose of deciding what 
proportion of cases of the traumatic neuroses recover have always 
been extremely baffling. It has rarely been possible to secure 
accurate information of a sufficiently large number of injured per- 
sons one or two years after the accident to make the results ade- 
quate. These patients have a great way of moving about, changing 
their addresses, and some, even when they are located, refuse to 
furnish information which might be of use. General considerations, 
therefore, must be relied upon to a certain extent in formulating 
prognoses. Author's personal experience with cases designated as 
traumatic hysteria has been that before the legal case is terminated, 
there is little or no improvement; that after the case, as such, is 
terminated, there is eventually disappearance of the physical symp- 
toms, such as paralyses, etc., in almost every case. This recovery 
does not occur immediately, as claim agents maintain; it may be 
delayed several months or years. As far as the cases designated 
traumatic neurasthenia are concerned, it is very much more difficult 
to determine the completeness of recovery, for the symptoms being 
subjective, the patient may never arrive at a point where he is 
willing to admit that he is as well as he was before the accident. 

Western. 

Infantile and Juvenile Tabes — H. Barkan, Wiener klin. Wochenschr., 
March 13, 1913. 

Atrophy of the optic nerve ensues more frequently in infantile 
and juvenile tabes than in that of the adult, but ataxia and Rom- 
berg's sign are less frequent. The condition is met with decidedly 
more often in the female than the male sex. A positive Wasser- 
mann reaction was obtained in 11 out of 13 cases of the affection. 
The prognosis is absolutely unfavorable. Mercurial treatment 
rather accelerates the fatal course of the disease. Mill. 

Gastric Disturbances in Tabes Dorsalis — W. F. Cheney, Am. Jour. Med 
Sci., March, 1913. 
The recognition that certain gastric disturbances are really due 
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to tabes is never difficult if one is alert to the possibility. There is 
no fixed unchangeable rule about the nature of these disturbances, 
or about their duratipn, or their frequency of recurrence, to make 
their diagnosis easy. They are not accompanied by the evidences 
of organic disease in the stomach that one expects to find; they 
recur in spite of treatment of all kinds directed to the stomach, even 
in spite of laparotomy; they usually appear abruptly, without rea- 
son, and cease suddenly regardless of treatment, leaving the patient 
perfectly free from gastric disturbance in the intervals. On the 
other hand, no manifestations of "locomotor ataxia" may be present 
for years during which the stomach upsets continue, and the patient 
may make none of the complaints that one expects to hear -when 
spinal disease exists. The proof of the connection between the 
gastric disturbance and the spinal lesion, therefore, must often de- 
pend upon the discovery of signs of tabes of which the patient is 
unaware — such as faulty reflexes and cutaneous sensibility, and 
changes in the spinal fluid obtained by lumbar puncture ; while the 
demonstration that active syphilis exists, by the Wassermann re- 
action in the blood and spinal fluid or even in the latter alone, adds 
the last link to the chain. Western. 

Spasmodic Torticollis— W. F. Schaller, Jour. A. M. A., May 10, 1913. 

Case reports of 2 cases of spasmodic torticollis. The object of 
the author in this paper is to analyze the symptoms of his cases in 
order to determine whether he was dealing with a tic or a spasm. 
A tic ceases during sleep, a spasm persists. The convulsive move- 
ments of a spasm are extremely brusque, resembling the muscular 
contraction caused by the electric current. The muscles involved 
correspond to the anatomic distribution of a nerve. A tic is often 
a complicated associated movement calling different nerves and 
their muscles into play and has for its object an act with a definite 
purpose. Pain properly speaking may be the accompaniment of a 
spasm, but not of a tic. A true tic is variable in intensity, varying 
from one day to another. A true tic is often benefited by treatment 
properly directed, such as exercises of control and due attention 
paid to the psychic elements of the case. A spasm is not influenced 
by the same methods. The importance of a correct diagnosis is 
therefore evident, as the treatment of these two aflfections is entirely 
different. ' Western. 

Early Signs of Locomotor Ataxia and other Parassrphilitic Conditions 
of the Nervous System — E. M. Hummel. New Orleans Med. and Surg. 
Jour., May, 1913- 

Although loss of the knee-jerks, Argyle Robertson pupils, ataxia, 
the incidence of stabbing pains, visceral crises, sense of constriction 
about the body, reduction of the sexual power, disturbances of the 
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sphincters and certain paresthetic phenomena are, as a rule, the 
distinguishing symptoms of tabes, it must be understood that not all 
or even any particular one of these are necessary to establish the 
diagnosis of tabes. The lesions of parasyphilis are situated with 
singular regularity in the sensory half of the nervous system, and 
the functional disturbances constituting its symptoms are therefore 
practically always sensory. — One of the most frequent clinical types 
of parasyphilis of the nervous system is a> sort of neurasthenia, 
associated with a peculiar type of psychic depression, in which the 
patient notices that he is unable to experience with any degree of 
appreciation the strong emotions and that his zest and interest for 
matters of even great importance to him is dulled or lost, though 
he recognizes fully the logic of the situation. Western. 

The Adrenalin Content of the Blood in some Psychoses— M. Kastan^ 
Archiv f. Psychiatric u. Nervenkrankheiten, Vol. I, No. 2. 

In the blood plasma of 17 imbeciles and idiots there was a marked 
diminution of the adrenalin content in 11 instances and a moderate 
diminution in 3 cases. Normal amounts of adrenalin were found 
in 3 instances. The adrenalin content was normal in 2 out of the 
4 cases of senile psychoses which were subjected to the examina- 
tion. Western. 

Automatism — G. H. Savage, Practitioner (London), April, 1913. 

Automatism is a condition in which complicated mental processes 
give rise to complicated reactions to the surroundings which we do 
not recollect in the ordinary waking and normal state. Such actions 
have been described as cerebral reflexes. Somnambulism, a very 
simple act performed quite unconsciously, is not very uncommon in 
the early years of neurotics. The somnambulist may be violent if 
his acts are hindered, but the hindrance will recall him to conscious- 
ness, and thus it differs from similar automatism following epilepsy. 
Automatic acts of those suffering from acute alcoholism are very 
frequent. It is important to recognize the complete forgetfulness 
of what has taken place during the alcoholism. It is certain that 
there is fair if not perfect memory in most of the ordinary states 
of hysterical excitement. It is impossible to exclude the term 
epileptic from cases of automatism, but in many cases it is not pos- 
sible to establish the existence of the disease. Cases of automatism 
may be divided into three groups: (i) those in whom no trace of 
epilepsy has been discovered; (2) those in whom fits of either the 
larger or smaller type occur, such fits being followed by automatic 
acts; (3) those in whom fits appear to be replaced by automatic 
acts. Sachs. 
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Dementia Praecox without Delusions or Hallucinations, a Type Most 
Frequent outside of the Hospital — G. H. Kirby, N. Y. State Jour. Med., 
Feb., 1913. 

In the clinical analysis of the cases under consideration we find no 
indication of the mechanisms usually found in dementia praecox, 
and therefore absence of all symptoms and trends which ordinarily 
come about in reaction to disturbing complexes. These cases serve 
to emphasize the fundamental defects in make-up and faulty mental 
habits as the chief factors in bringing about the deterioration. 
Above all there stands out the tendency to live a shut-in existence 
with inadequate sexual adaptation. Western. 

Toxic-Infectious Psychoses— A. Hoch, N. Y. State Jour. Med., Feb., 1913. 

Among the psychoses produced by toxic-infectious etiology we 
have in the first place the typical organic reaction in the form of 
the Korsakoff syndrome, but also conditions which bear a plain 
relation to these organic reactions and which we have, therefore, 
called organic deliria. These occur in chronic alcoholism, as a re- 
sult of large quantities of various drugs, and in infectious diseases 
at the height of the disease, that is, during the fever. It never oc- 
curs without a toxic or other organic etiology. Endogenous fea- 
tures are often not associated with it, but may be, without, however, 
altering the main features of the clinical picture. There exist evi- 
dently mixtures of this with the states which are to follow. In the 
stage of defervescence of infectious states, a somewhat different 
clinical picture is observed, in which the exogenous and endogenous 
features are much more difficult to separate, a picture, however, in 
which the disorientation and the marked incoherence may be of 
similar origin as the same symptoms in the organic deliria, but at 
the same time we must not forget that similar symptoms may occur 
in purely psychogenic states. We must also remember that the 
picture, similar to the one now spoken of, may arise upon a non- 
toxic etiology. These conditions are remarkably mixed with manic 
features and with symptoms often seen in dementia praecox. They 
represent, therefore, more than the organic deliria, transitions to 
the more endogenous forms of psychoses. The hallucinosis, which 
is very often seen on the basis of a toxic etiology, and which Bleuler's 
consistency has forced him to regard as in all probability belonging 
to schizophrenia, is more closely related to the endogenous than to 
the organic reactions. Most of the attacks produced by toxic- 
infectious causes are short in duration. This is most striking in 
the manic and the dementia praecox-Hke reactions arising on such a 
basis. The toxic-infectious etiology seems, more than any other 
soil, to lead to a mixture of reactions. Western. 
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URINARY ORGANS— MALE GENITALIA 

Determination of Renal Function by Means of Phenolsulphonephthalein — 
F. Erne, Miinchener med. Wochenschr., March 11, 1913. 

Rowntree and Geraghty's method of testing renal function is re- 
liable and easily executed. The estimation of the excreted phenol- 
sulphonephthalein by means of the colorimeter of Autenrieth- 
Konigsberger is very simple and exact, and can be accomplished in 
less than 10 minutes. The results can be expressed in figures and 
are thus suited for comparison. Changes in the functional activity 
of the kidneys are therefore readily noted ; this is an advantage of 
the method over all others which have been devised for the deter- 
mination of renal function. The method indicates functional dis- 
turbances even then when the albumin reaction is negative. The 
limit of excretion when the drug has been injected intragluteally 
into an individual with sound kidneys is 45 per cent, after one hour 
and 70 per cent, after two hours. Mill. 

Determination of Renal Function by Means of Phenolsulphonephthalein — 
F. Fromme and C. Rubner, Miinchener med. Wochenschr., March 18, 1913. 

The phenolsulphonephthalein test for the determination of renal 
function should not be employed either subcutaneously or intra- 
muscularly. Reliable results can only be obtained when the drug 
IS employed intravenously. During an observation period of three 
hours healthy kidneys should then eliminate not less than from 
60 to 65 per cent, of the phenolsulphonephthalein. Ordinarily, the 
excreted amount of the drug is much larger and may reach as much 
as 90 per cent. Mill. 

Relation of Phenolsulphonephthalein Excretion to the Urea Content of 
the Blood— J. H. Agnew, Phys. and Surg., March, 1913. 

With several marked exceptions, the two methods run parallel; 
together with a decreased phthalein output there is an increase of 
urea in the blood. In general the urea content of the blood varies 
inversely as the excretion of phenolsulphonephthalein, but the re- 
lation is not an absolute one. Western. 

Psrelitis— A. Lindemann, Deutsche Zeitschr. f. Chirurgie, Vol. CXX, Nos. 5 
and 6. 

Results of observations on 48 cases of pyelitis, of which 31 oc- 
curred in women and 17 in men. Bacterium coH was found in* 
39 cases, staphylococcus aureus in 2 cases, streptococci in one, 
proteus in one, coli and staphylococci in one, coli and streptococci 
m one, and 3 times there were encountered short, plump rods in the 
bladder urine. In 17 instances there was a connection between 
acute or chronic gastrointestinal diseases and pyelitis. The protean 
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clinical picture of pyelitis is the cause of many wrong diagnoses. 
The symptom-complex of the acute pyelitic attack — chills, fever, 
vomiting, and abdominal pain — was observed by the author in 6 
cases. In 6 cases there occurred urinary hemorrhage; an accom- 
panying mild cystitis existed in 4 instances. A synchronous affec- 
tion of the renal parenchyma was found in but one case. Mill. 

Tubercle Bacilli in the Urine in Cases of Testicular Tuberculosis— £. 

LowENSTEiN, Deutsche med. Wochenschr., March 13, 1913. 

Tubercle bacilli which can still be demonstrated in the urine 
after extirpation of tuberculous testicles and seminal vesicles come 
from the prostatic gland if the urinary apparatus itself is not dis- 
eased. Tuberculosis of the prostate is by no means as rare as is 
generally assumed. The collective statistics of G. Koch show that 
in 243 cases there was an isolated prostatic tuberculosis in 78 cases, 
testicular-epididymal tuberculosis in 47 cases, and prostatic-testicular- 
epididymal tuberculosis in 118 cases. Isolated prostatic tuberculosis 
(which, according to author, is of hematogenous origin), is often 
not demonstrable clinically. Mill. 

Tuberculosis of the Urinary System in Women— £. H. Richardson, Johns 
Hopkins Hospital Bull, April, 1913. 

Tubercle bacilli can be demonstrated in the urine in fully 80 per 
cent, of the cases if persistent and repeated search is made from 
the twenty- four hour specimens. The proper way to search for 
them is to examine a couple of slides prepared each day from fresh 
twenty-four hour specimens, instead of a number of slides from one 
specimen. Preliminary renal massage with induced diuresis may 
cause a shower of them to appear in the urine, and is a point worth 
bearing in mind. — The most important constitutional symptoms are : 
(i) irregular fever with evening exacerbation (blocking of the 
ureter is accompanied by a sharp rise in temperature which con- 
tinues for several days, probably due in part, at least, to absorption 
of toxins from the renal pelvis) ; (2) night sweats are not uncom- 
mon in this as in other forms of tuberculosis; (3) emaciation which 
is often progressive. Western. 

Polycystic Disease of the Kidneys— H. Rischbieth and C. P. C. De Cres- 

PiGNY, Lancet, Feb. 15, 1913. 

One patient was 21 years old, had passed a life insurance examina- 
tion having only one kidney and that polycvstic. This kidney when 
polycystic was capable of maintaining perfect health for six years. 
The first symptom produced by the diseased kidney was intestinal 
obstruction. He died from complications of otitis media. Another 
patient was 62 years old, never having had any symptoms suggesting 
renal disease, an occurrence which is not uncommon in this con- 
dition. He died of an acute colitis. Sachs. 
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FEMALE ORGANS OF GENERATION— PREGNANCY- 
PARTURITION— INFANTS 

Red Degeneration of Uterine Fibromyomata— J. L. Smith and W. F. 
Shaw, Jour. Obstet. and Gynecol, of Brit. Emp., March, 1913. 

Uterine fibromyomata of a red color are divided pathologically 
into two classes, thrombotic and angiomatous. The thrombotic have 
clinical symptoms of abdominal pain, tender tumor, general ill-health, 
rise of temperature and pulse-rate ; these symptoms may occur singly 
or in combination. The patients who have the angiomatous type of 
fibromyomata do not have any clinical symptoms other than bleed- 
ing and a feeling of weight due to the presence of a tumor. 

Sachs. 
The Biological Diagnosis of Pregnancy— E. Engelhorn, Miinchener med. 

Wochenschr., March 18, 19 13. 

The dialysation method of Abderhalden does not produce a specific 
reaction ; we are, therefore, not justified to make a diagnosis accord- 
ing to the result of the Abderhalden reaction. Mill. 

The Abderhalden Pregnancy Diagnosis— H. Schlimpert and J. Hendry, 
Munchener med. Wochenschr., April i, 1913. 

Authors are able to confirm the results of Abderhalden on the 
hand of a large series of reactions obtained by absolutely exact 
methods. Only for such results may be claimed perfect validity 
which are confirmed by control-tests on numerous non-pregnant 
persons. Mill. 

Pregnancy Toxicodermata — E. Ejchmann, Munchener med. Wochenschr., 

Jan. 28, 1913. 

Pregnancy toxicoses are not frequently observed in vegetarians. 
Urticaria results from a dietary indiscretion in most instances. The 
pregnant woman, however, is more prone to skin eruptions on ac- 
count of her entirely altered metabolism. The carbohydrate meta- 
bolism is often deficient (insuffisance hepatique of the French), and 
glycosuria is the natural result of this. At the same time the protein 
metabolism is also diminished. Mill. 

Digestive Ferments in the Gastrointestinal Tract of Nurslings— F. Lust. 

Monatsschr. f. Kinderheilkunde, Vol. XI, No. 8, 1912. 

Author examined the intestinal canal of 14 nurslings who had 
succumbed to nutritional disturbances. The enz)nnes play but a 
subordinate role in the nutritive disturbances of nurslings. In none 
of the cases there was either a deficiency of albumin-converting fer- 
ments (trypsin and erepsin) or of starch-converting ferments (in- 
vertin, maltase). The lipolytic activity of the gastric mucosa was 
diminished in most of the cases, and the lipase of the pancreas ap- 
pears to possess the least resistance of all the ferments when the 
infantile organism is affected with a nutritional disorder. Mill. 
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ABDOMINAL POINTS OF PAIN AND TENDERNESS 
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AND 

PIERRE BROUSSE 

Consulting Physician at Chatel-Guyon 

Paris 

It is our intention to make as complete a list and as convenient a 
clinical classification as possible of the points of pain and tenderness 
discovered or aggravated by exploratory palpation of the abdomen, 
points that are symptomatic of divers diseases, whether superficial 
or deep-seated, local or at a distance from this point. In the last 
few years particularly, so many sensitive spots or zones have been 
described above or around the abdomen, that we think it well to 
present them in a sort of tabular form, with a summary of the 
clinical value which, according to the original text we have consulted 
and cited, has been placed on them by the authors. Consequently, 
we shall not discuss, in this article, at least, either their value or their 
importance, which certainly are very diverse. 

The accompanying cuts are the plan formulated by us from the 
original articles; we have produced them in a form that will make 
it easy to compare the different points and the different zones. 
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I. Sensitive abdominal points that reveal the pathologic con- 
dition of the thoracic organs. 

1. Sensitive spot on the diaphragm in pleurisy (Gueneau de 
Mussy). — Gueneau de Mussy indicates a spot as the seat of sensitive- 
ness in diaphragmatic pleurisy, which he calls: "point douloureux 
«n bouton diaphragmatique." "This point is situated at the inter- 
section of two lines, one of which follows the direction of the bony 
portion of the tenth left rib, and the other follows the outer edge of 
the sternum. . . . When the finger reaches this point the patient 
gives a scream." He attributes this sensitive spot to neuralgia of 
the diaphragm, the other sensitive points of which, among others, 
the interscalenic point, being frequently co-existent. (Fig. i.) 

2. Sensitive iliac region in pneumonia (Grisolle). — "How fre- 
quently," says Grisolle, "in observing this pain in the iliac fossa, 
-during the course of pneumonia, when the pain was felt in the iliac 
fossa, or in one of the lumbar regions, and was increased by press- 
ure, it has led one to diagnose phlegmasia of the cellular tissue, or 
of some deep-seated organ." (Fig. 2.) 

3. False appendicular point in infantile pneumonia (Hutinel and 
Paisseau). — In many cases of pneumonia, Hutinel and Paisseau 
mention this spot at the side of the appendicular region. "There is 
a pain predominant, if not localized, at McBumey's point; this is 
one of the most striking peculiarities of infantile pneumonia, which 
is observed so frequently that one should always suspect pneumonia 
when a child with a strong fever complains of a sudden abdominal 
pain." (Fig. 3.) 

4. Hepatalgia of asthmatics (Gilbert and Villaret). — ^This is a 
painful sensation in the entire hepatic region, superficial, with great 
spontaneous sensitiveness, which is exaggerated by the least press- 
ure. Gilbert and Villaret connect it with a pre-asystolic interference 
with the circulation with slight congestion of the liver ; this would be 
the first grade of the syndrome of supra-hepatic hypertension already 
described by Villaret at the same time as the syndrome of portal 
hypertension. (Fig. 4.) 

5. Celialgia of the tuberculous (Loeper). — Loeper says: "I will 
recall in a few words the true characteristics of celialgia; they are 
abdominal manifestations, the seat of which is not in the stomach or 
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the intestines themselves, but in the nerve plexi which center there ; 
these manifestations present themselves clinically under two forms of 
symptoms: an exacerbation of sensitiveness at the epigastric, 
superior and inferior mesenteric and iliac points, and at the promon- 
tory, spontaneous attacks of pain more or less regular, and secondary 
disturbances of the gastric or intestinal functions. . . . These 
tender points are almost always present in acute tuberculosis, and 
in about 35 to 40 per cent, of cases of chronic tuberculosis. ... I 
believe that this abdominal hyperesthesia is due, in tuberculous 
patients, as in other patients, to irritation of the solar plexus." 
(Fig. 5.) 

6. Epigastric point in pulmonary emphysema and cardiopathy 
(de Brun) (de Massary). — De Brun describes an epigastric point 
in emphysema, which has very often led the diagnostician astray, in 
the belief that it was an affection of the stomach, the liver, or the 
intestines. He says: "This pain takes its rise preferably over the 
ensiform process of the sternum, generally beneath it and a little to 
the left, usually very limited in extent and deserving the name, 
epigastric point; it may occasionally cover a larger surface. . . . 
It is pressure on the epigastrium that specially augments the pain, 
sometimes rendering it intolerable; this epigastric point constitutes 
a symptom of the first order in pulmonary emphysema, and from 
first to last may be the prime phenomenon, sometimes even the only 
subjective symptom of which the patient complains. This epigastric 
point is frequently an early symptom of pulmonary emphysema." 
De Brun does not consider the stomach as the cause; nor is it a 
gastrointestinal symptom of arteriosclerosis with which Potain and 
his disciples made us acquainted. De Brun continues: "In my 
opinion, it is in the condition of the heart, or, to be more exact, in 
the right ventricle, that one must seek the explanation of the epi- 
gastric point." De Brun thinks that this pain is felt at the top of 
the ventricle itself, which is prolapsed and manifests its sensitiveness 
to distension, as do all hollow muscular organs that seek to with- 
stand an excess of internal pressure. He sees a fresh proof of this 
theory in the relative frequency of the existence of this epigastric 
point in those suffering from mitral cardiopathy without emphysema, 
with the heart beginning to distend. He says : In contradistinction 
to the pains of arterial cardiopathy, due to changes in the aorta, we 



Digitized by 



Google 



Descomps and Brousse: Points of Tenderness 205 

believe that there is pain from cardiopathy of the right ventricle, not 
recognized up to the present, and which emanates from disturbances 
of the pulmonary circulation." (Fig. 6.) 

De Massary, taking up the idea of Merklen and J. Teissier on the 
etiology of angina pectoris, arrives at similar conclusions. He says : 
"The painful attacks of angina, affecting chiefly the epigastrium, 
are due to cardiac distension, an evidence of relative and temporary 
myocardiac insufficiency." 

7. Enteral gia and celialgia of those suffering from arteriosclerosis 
and diseases of the aorta (Loeper) (Buch) (Mile. Mordkowitch). — 
Buch recently called attention to the "colic" of arteriosclerotics. 

Miss Mordkowitch took up this study and, although among the 
causes inducing it pressure is given only a secondary place, we 
thought best to allude to it. These pains, she says, are severe, like 
cramps, and radiate all over the abdomen, more especially in the 
right or left umbilical region, and correspond to the cutaneous 
process of the abdominal sympathetic plexi. (Fig. 7.) 

"The solar plexus," says Loeper, "governs all the intestinal func- 
tions, and its irritation, due to a diseased aorta, may well be respon- 
sible for the attacks of enteralgia and gastralgia above mentioned. 
. . . Another important fact is, that in all examinations one finds 
a very pronounced exacerbation in the abdominal nerve centers, and 
can indicate the sensitive points I have described, together with 
Esmonet, and which are characteristic of celialgia." 

8. Tender points in phrenic neuralgia. — It is classic in dealing 
with phrenic neuralgia to mention particularly a certain number of 
tender points — for instance in the abdomen, the surface of the ex- 
tremities of the 7th, 8th, 9th, and loth costal cartilages, at the very 
edge of the thorax. 

After alluding to the epigastric point "en bouton diaphragmatique" 
of Gueneau de Mussy, and the intra-scalene point, Jousset says: 
"There is a third sensitive point which by its frequency, its precise 
and narrow limits, is nc less characteristic than the two former ; we 
will call it the medio-sternal point, a term warranted by its position 
near the center of the sternum, or, to be more exact, at the right of 
the fifth, or more rarely, the fourth chondro-stemal articulations, on 
the median line. Pressure on this spot causes a sharp pain that 
patients compare to the prick of a needle." (Fig. 8.) It is not 
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•strictly speaking an abdominal point, but it extends to the edges of 
the upper portion of the abdominal cavity ; we wished to call attention 
to it. 



II. Points of pain in the abdomen betraying the pathological 
condition of the abdominal-pelvic organs. 

Digestive Organs 
A. Stomach 

1. Vertebral point (Vidal). — "I have remarked," says Vidal, "that 
in cancer of the stomach, in simple ulcer, in gastritis, whenever the 
pain radiates towards the vertebral column, it is always on a level 
with the sixth dorsal vertebra ; it is aggravated by pressure on the 
spinal apophysis of the said vertebra, and to a less extent at the 
points of emergence of the intercostal nerves." (Fig. 9.) 

2. Sensitive dorsal zone, and "douleur en broche" (Trousseau) 
(Boas). — Trousseau, in his clinics, had already said, apropos of 

"divers gastric affections, but especially ulcer: "The pain is aggra- 
vated by pressure of the hand over the epigastric cavity, in the 
region of the ensiform process of the sternum. To the gastric pain, 
when it becomes intense, is added a similar pain in the correspond- 
ing region of the rachis, that is to say, the edge of the first lumbar 
vertebra, or of the three last dorsal vertebrae." This is the "douleur 
•en broche" of classical writers. (Fig. 10.) 

Boas has recently described this same pain under the name of 
'"sensitive dorsal zone." He says that the pain, induced by pressure 
on the epigastric points, may remain localized in the region of 
pressure, but that it may also radiate in different directions; he 
considers the corresponding pain in the rachis, the epigastric pain, 
and the so-called "douleur en broche" as pathognomic symptoms of 
ulcer of the stomach. He attributes great importance to this radia- 
tion of pain induced by pressure on the epigastrium, in the diagnosis 
and localization of gastric lesions. The corresponding "douleur en 
"broche," alone, at the epigastric sensitive point, is found in ulcer of 
the stomach, the other radiation of pain being observed in all painful 
gastric affections. 

3. Epigastric Point (Crw/tilhier) (Brinton) ( J. Ch. Roux) (Sou- 
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pault) (Jonas). — It is some time since Cruveilhier and Brinton called 
attention to a sensitive point on pressure on the epigastrium in pa- 
tients suffering from gastric ulcer. Brinton says : "The pain of the 
ulcer is distinguished by its position ; the spot where it first manifests 
itself and with the greatest intensity, and where it remains localized, 
corresponds to the center of the epigastrium, on the median abdomi- 
nal line. . . . It indicates an active gastric ulcer." (Fig. ii.) 

J. Ch. Roux, echoing the opinion of Mathieu, says: "There are 
few gastric affections that do not evidence a maximum of spontane- 
ous or induced pain at this spot. . . . This pain is in sympathy 
with the solar plexus, and more markedly with the nerve plexi that 
surround the celiac trunk. The sensitive point is always situated on 
the xipho-umbilical line, slightly to the right. This deviation to the 
right corresponds to the deviation to the right of the celiac trunks 
which was observed by Wiart. . . . (Fig. 12.) 

The position of the epigastric point, according to Soupault, that 
is the point where the maximum of pain is felt upon pressure, varies 
considerably according to the patient ; one may say that, judging by 
the patients, it is at a more or less elevated point along the abdominal 
aorta, points to which attention was called by Burkhardt. In a 
majority of cases it is found at the spot indicated by J. Ch. Roux ; 
we have observed it farther up, in the angle formed by the ensiform 
process and the false ribs : these are the two spots where one should 
first seek for it." Soupault attaches but slight importance to these 
sensitive points. (Fig. 13.) 

Jonas has studied the relation of the epigastric sensitive point by 
means of radioscopy, and he found that this point did not correspond 
to the movements of the stomach, and does not depend directly 
on that organ, with which it usually does not correspond topo- 
graphically. 

4. Sub-costal point (See and Mathieu) (Mathieu) (Millon). — 
Pain is particularly pronounced, according to See and Mathieu, in 
atonic dilatation of the stomach, along the large curvature, and 
chiefly on pressure along the edge of the false ribs at the right, a 
little below the xiphoid process. "The epigastric cavity forms a 
sort of isoscele triangle, the apex of which is at the intersection of 
the xyphoid process and the arbitrar}' base on a level with a hori- 
zontal line passing along the edges of the costal cartilages on either 
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side ; the sensitive point is found three times out of four at the right 
hand angle of this triangle." 

Referring to the same thing later, Mathieu makes this arbitrary 
line pass "along the cartilaginous mass that corresponds to the 9th 
rib," and always localizes the pain in the right hand angle of this 
triangle. 

Millon, still more recently, refers to Mathieu's opinion, and makes 
the arbitrary horizontal line pass along the extremity of the loth 
ribs. The pain is always localized in the angle of the triangle^ 
almost beneath the ribs. (Fig. 14.) 

5. Supra-umbilical point and abdominal aortitis (Benech). — 
Benech deduces from his observations that abdomirial aortitis is a 
very frequent complication in acute gastritis. "Aortitis more fre- 
quently follows than precedes gastric attacks." This author re- 
marked that the aorta appeared always to incline towards the left. 
According to the severity of the gastritis, the sensitiveness extended 
from the x)rphoid process to the umbilicus. "The spot that was 
most sensitive on pressure was generally a finger-breadth above the 
imibilicus, when one attempted to compress the aorta along the verte- 
bral column." (Fig. 15.) 

B. Intestines 

I. Peri-umbilical points (Leven). — After having studied the pains 
in the epigastrium in dyspeptics, Leven described two points, sensi- 
tive on pressure, situated "on a horizontal line passing along the um- 
bilicus, 6 centimeters to right and left. . . . When the dyspeptic has 
reached the second stage of the malady, that is, when the peri- 
umbilical ganglia have taken the place of the solar plexus and 
respond to the excitation of food, the discomfort and suffering is 
felt in these ganglia. It is the large intestine that pays the penalty ; 
the stomach suffers but little." (Fig. 16.) "The peri-umbilical ganglia 
then also become over-sensitive. If the left one alone is irritated, 
all that portion of the abdomen to the left below the ganglion is 
hyperesthetic." This h)rper-sensibility occurs more frequently at the 
left than at the right side. If only the right side is affected, the 
hyper-sensibility will be on the right ; if both ganglia are affeqted, 
the entire abdomen below this point will be hyper-sensitive. "The 
enteritis of the large intestine will be connected with the nervous 
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condition which begins in the brain or the solar plexus, and is only 
a phase of dyspepsia, when the peri-umbilical ganglia are irritated." 

2. Sub-umbilical point (Leven). — Leven localizes another sensitive 
spot below the umbilicus and in the middle of the vertebral column 
"which would be present only in intestinal dyspepsia at a more ad- 
vanced stage, when the lumbar-aortic plexus is irritated in its turn 
and reacts on the kidneys, the bladder, the uterus, the testicle." 
(Fig. 17.) 

3. Supra-umbilical point (J. Ch. Roux). — ^J. Ch. Roux finds a 
point of pain on the median line, i or 2 centimeters above the umbili- 
cus. He considers it as equivalent, in enterocolitis, to the epigastric 
point in dyspeptics, and he accounts for it as due to the irritation of 
the retia Jind of the ganglionic plexus surrounding the aorta, in 
enterocolitis. (Fig. 18.) 

4. Upper mesenteric point (Loeptr and Esmonet). — ^Also called 
by Loeper and Esmonet, para-umbilical, this "point, painful on 
pressure, is situated 2 centimeters below outward and to the right of 
the umbilicus, on McBumey's line. ... It doubtless corresponds 
to the one described by Morris, but appears to us to be nearer the 
imibilicus. It forms a part of the solar zone extending it down- 
wards to the right. It is almost always in sympathy with the epi- 
gastric point, and we have met with it in cases where there was no 
other sensitive region present in the abdomen." According to these 
authors, it corresponds pretty exactly to the lateral portion of the 
aorta." (Fig. 19.) 

5. Lower mesenteric point (Loeper and Esmonet). — "More fre- 
quent than the former, according to Loeper and Esmonet, this point 
is found from 2 to 4 centimeters below outward, and to the left of 
the umbilicus." This point, which they also call left para-umbilical, 
"appears more independent than the right hand point, and shows a 
true individuality." It corresponds to the left wall of the aorta and 
extends a little beyond- it. This mesenteric region represents to 
these authors, "the sensitive center of the intestinal mass." They 
propound the theory of an abdominal neurosis; and add : "Is this a 
true neurosis, or does the nature and origin of the intoxication, or 
auto-intoxication escape our methods of investigation?" (Fig. 19.) 

6. Aortic-iliac pains and abdominal aortitis (Potain) (J. Teissier) 
(Benech). — After showing that it is possible, from Potain's observa- 
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tions, to recognize abdominal aortitis, J. Teissier adds a fresh symp- 
tom : "Pains radiating along the lower bowels, easily discovered by 
careful exploration." This author is of opinion that aortitis fre- 
quently co-exists with entero-colitis, whether it appear to depend on 
the same constitutional course (in 26 per cent, of cases), whether the 
aortitis is secondary to intestinal inflammation (44 per cent, of 
cases), or whether the aortitis comes first and the colitis is secondary 
(30 per cent, of cases). (Fig. 20.) 

We saw that, according to Soupault, these pains had been ob- 
served by Burckhardt. 

Referring to this question later, J. Teissier describes under the 
name of "abdominal angina" excruciating attacks of pain similar to 
those of angina pectoris, due to abdominal aortitis, and in which one 
discovers the association of symptoms already described by Potain: 
pain localized on pressure at a level with the sub-diaphragmatic 
aorta, and radiating precisely along the iliac arteries, distension of 
the walls of the vessel, the deviation being usually at the left of the 
aorta. 

Benech, in the study of "some complications of abdominal aortitis," 
muco-membranous enteritis, nephritis, appendicitis, explains them 
by admitting that the inflammatory process extends to the arteries 
proceeding from the aorta. (Fig. 21.) 

"When one explores by palpation the region extending from the 
umbilicus towards the anterior-superior iliac spine, one observes 
first a very painful spot on compressing the right side, two or three 
centimeters from the umbilicus ; then comes a less sensitive zone, and 
when one reaches a level with the cecum and the appendix a very 
severe pain is induced, which radiates frequently towards the epi- 
gastric cavity." The author concludes from this that the inflamma- 
tion of the lower bowel is not communicated to the cecum through 
contiguity, but "along the arteries proceeding from the abdominal 
aorta and eflfects more particularly the appendicular artery," whence 
comes disturbance of nutrition which, "if it does not cause appendi- 
citis, prepares a favorable soil for its development." 

7. Right vascidar-nervous iliac point, or pseudo appendicular 
point (Loeper and Esmonet). — Loeper and Esmonet call "pseudo- 
appendicular point" a sensitive spot of the right iliac artery, situated 
"a little higher than Lanz's point, and a little lower than McBumey's 
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point; the right iliac point is found exactly on the line which joins 
the promontory to the iliac spine, that is to say, at the bisection of 
the angle formed by McBumey's line and Lanz's line, 4 centimeters 
from the median raphe." (Fig. 22.) 

8. Left vascular-nervous iliac point (Loeper and Esmonet). — Ac- 
cording to Loeper and Esmonet, this point is a replica of the former, 
"although the pain may be concealed by the presence of a highly 
flexed sigmoid colon." Commenting on this point at the right as 
well as the left, the authors add : "Almost all patients with nervous 
diseases, enteritis, or suffering from intoxication, complain of sensi- 
tiveness on pressure at this point ; the localization of the iliac point 
is remarkably regular. It is symmetrical ; and we cannot look upon 
it as a visceral, intestinal, or appendicular point of hyperesthesia, but 
in truth as a deep-seated nervous or vascular point of hyperesthesia. 
This sensitive point is situated on the artery itself, 4 centimeters 
from the vertebral column. We consider that the iliac point occupies 
the lowest stratum of the iliac fossa and should be considered as a 
vascular-nervous point. ... The pain may be spontaneous, exag- 
gerated by pressure, but transiently ; it is a sensitive point, and not 
a zone, deeper-seated than the appendicular point, and the iliac pulsa- 
tion of which, when perceived, indicates its invariable locality. 
(Fig. 22.) 

9. Promontorial zone (Loeper and Esmonet) (Miss Weil). — For 
Loeper and Esmonet there exist still deeper seated points than those 
of the mesenterium ; they may be perceived particularly on palpation 
of certain very flabby stomachs. These points "mark out between the 
upper and lower mesenteric points on one hand and the promontory 
on the other, a separate zone of hyperesthesia, certain limited por- 
tions of which become exquisitely sensitive. This sensitive zone is 
pre-aortic; its lower extremity loses itself in the pelvis, skimming 
along towards the iliac arteries. The points of exaggerated sensitive- 
ness are situated at the edges of this zone, at the very level of the 
sides of the vertebrae, the presumed location of the lymphatic 
ganglia. ... 

"A sort of crescent is frequently, but not always found at the very 
level of the promontory. . . . Finally, in following the iliac arteries 
one is frequently checked in one's exploration by an extreme sensi- 
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tiveness, which is greatest on the arterial line, 3 or 4 centimeters from 
the origin of the iliac arteries." (Fig. 23.) 

Miss Weil gives the name of "promoi^torial zone" to "a zone of 
diffuse sensitiveness, situated on the median line below the two para- 
umbilical points." It is, she says, "pre-aortic and attains its maxi- 
mum below the aortic bifurcation, on a level with the sacro-vertebral 
angle (the promontory). . . . Taken altogether, it has the form 
of a crescent, the horns of which extend to the primary iliac arteries. 
... It answers to the superior h)rpogastric plexus, which covers 
the anterior surface of the aorta below the mesenteric artery." 
(Fig. 24.) 

C Appendix 

1. Vertebral point (Vidal). — In 1879, already Vidal called the 
attention of the Societe de Biologie to the sensitive points in affec- 
tions of the cecum. "In some cases of typhlitis and perityphlitis, 
more especially in phlegmonous perityphlitis, without there being 
radiation of pain towards the vertebral column, there is present a 
sensitive nerve spot, where pain is aggravated by pressure, situated 
to the left between the first and second dorsal vertebrae, at the spot 
where the first left intercostal nerve emerges. This was observed in 
hardly a third of the cases of typhlitis." 

Leven replies that these pains are dependent on either the pneu- 
mogastric or the sympathetic, and adds: "With many patients, nerve 
pains (neuralgia) were exceptional; they were deep-seated pains 
situated in the posterior portion, on a level with the exit of the 
nerves. . . . Perhaps at these points there may be vaso-motor 
centers." (Fig. 25.) 

Laborde points out that "Clinicians are apt to think that there is a 
special center at the spot where there is a center of pain ; sensation 
communicated to a point in the skin is perceived much higher up ; 
this is therefore a physiological error." 

2. McBurney*s point, — McBurney was the first to point out and 
localize an appendicular sensitive point. This author thus describes 
the point, which has become invaluable in the diagnosis of appendi- 
citis: "I find that, in every case, the seat of the greatest sensitive- 
ness on pressure with the finger, is situated at exactly one inch and 
a half or 2 inches (3.81 cm., to 5.08 cm.) from the anterior-superior 
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iliac spine on an oblique line from this spine to the umbilicus. This 
may appear affectedly precise ; but as far as my experience goes it is 
exact." (Fig. 26.) 

In the innumerable works in which mention is made of this now 
classic point, its position has generally been changed to the middle of 
the spino-umbilical line, consequently too far inward. 

3. Clado*s point, — Clado sought to establish the precise spot in 
the anterior abdominal wall that corresponds to the cecal appendix : 
^'Although this point is slightly variable, on account of the mobility 
of the intestine, one may look upon the following method of deter- 
mining it as fairly exact. A vertical line being traced on the outer 
edge of the rectus muscle, a perpendicular line is drawn to meet it 
from the antero-superior iliac spine, or a little below it. The point 
of intersection corresponds to the origin of the appendix; the rest 
of the organ is below and inward." (Fig. 27.) 

4. Munro's point. — According to Munro, "the line which connects 
the antero-superior iliac spine with the umbilicus, crosses the rectus 
muscle." This intersection is called Munro's point by Meckel. "This 
line, in a young adult man, measures six inches, and Munro's point 
is 2.6 inches from the iliac spine," that is to say, a little inside the 
point established by McBurney. It is here that Munrp localizes the 
greatest sensitiveness on pressure. (Fig. 28.) 

Treves says: "This localization, which is almost the same as that 
known by the name of McBurney, has the advantage of greater ex- 
actness." The same author, commenting on a work of verification 
by Keith on 50 cadavers, acknowledges with the latter that "Mc- 
Bumey's point and Munro's point, which are very similar," do not 
in any way indicate the starting point of the appendix, but answers 
in 44 per cent, of cases to the ileo-cecal valve; in 28 per cent, this 
valve was found higher up and outward, in 28 per cent., lower down 
and inward. "As a rule, the base of the appendix is found at ij4 
inches (2.54 cm.) below the ileo-cecal valve, that is, considerably 
below Munro's point." 

5. Lenzmann's point. — Lenzmann localizes the most sensitive 
point in appendicitis "at 5 centimeters within the right iliac spine, 
on the inter-iliac line." (Fig. 29.) 

6. Sonnenburg's point. — Sonnenburg says: "One must not con- 
found pain with the sensitiveness to touch at the diseased point. 
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When inflammation reaches the highest point it coincides with the 
pains and their localization ; in this case, it is frequently McBumey's 
point that is most sensitive ; this point is situated in the middle of a 
line that may be drawn from the anterior superior iliac spine to the 
umbilicus. It corresponds nearly to the beginning of the appendix. 
This symptom is found in 60 per cent, of cases. It is lacking when 
it is a question of gangrenous appendicitis, or where the local sen- 
sitiveness is destroyed by peritonitis, or when the appendix being 
very long, it extends deep into the pelvis, or when the appendix 
takes another direction, or is the sole part affected. In this case, 
the greatest sensitiveness will be in other portions near the abscess, 
deep down in the pelvis, and it is through rectal or vaginal explora- 
tion that one can best discover this sensitive spot. In any case, this 
local sensitiveness exists in no other inflammation than acute ap- 
pendicitis." (Fig. 30.) 

7. Burkhardt's point. — This author interprets the sympathetic 
sensitive point to the left of McBurney's point as an indication of 
displacement to the left of the cecal appendix." (Fig. 31.) 

We would point out apropos of this, that the pain on the left, 
the umbilical pain, the epigastric pain, etc., in a word, a large num- 
ber of localizations at a distance from the spontaneous and induced 
pain, in the course of acute appendicular peritonitis, are mentioned 
by a great number of authors who have judged it superfluous to 
make of them precise clinical indications, and with more reason, to 
consider them as symptoms of displacement of the appendix; be- 
sides, a number of cases have shown positively 'that this last con- 
clusion was not verified by fact. 

8. Morris's points.— The sensitive point localized by Morris "on 
McBurney's line, an inch and a half (3.81 cm.) from the umbilicus" 
corresponds to the right sympathetic; this author thinks that the 
sensitive point exists from the first in acute appendicitis, and espe- 
cially in chronic appendicitis. Morris insists that, in appendicitis, it 
is only a question of the point on the right sympathetic. "When the 
irritation originally proceeds from a pelvic, tubal, uterine, or 
hemorrhoidal affection, one observes two corresponding points on 
the right and left sympathetic. . . . These points would never be 
sensitive in supra-umbilical affections." (Fig. 32.) 
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9. Maneuver and zone of Rovsing, — Rovsing thus describes a 
maneuver to discover pain in the right iliac fossa, in appendicitis: 
"The left hand, placed flat on the abdomen, is moved down the right 
side along the pelvic girdle towards the left iliac fossa; the small 
loops must be pushed inward and one must press the colon firmly 
against the subjacent resistant surface. The fingers while pressing 
firmly, mount gradually towards the splenic angle, in such a manner 
that the contents of the colon, under great pressure, press on the 
cectun." By this proceeding, Rovsing declares that he has always 
established, without any exception, this symptom in "endo-appendi- 
citis," when McBumey's point was lacking. He considers this 
maneuver particularly useful in cases where direct palpation is dan- 
gerous, impracticable, or too painful, and invaluable in the 
differential diagnosis of many cases of acute, as well as chronic 
appendicitis, where there is tumefaction and pain of uncertain origin 
in the right iliac fossa, due possibly to the kidney, stone in the 
urethra, enteritis, or salpingitis ; this cecal pain would not be present 
unless the cecum and appendix were affected. (Fig. 33.) 

Lauenstein shows where Rovsing's symptom had led to a diag- 
nosis of appendicitis in a case where the enlarged gall-bladder was 
resting on the colon, and adherent to the epiploon, the appendix 
being found to be perfectly sound ; and he concludes that it must be 
present in all cases of inflammatory para-colitis. 

Hoffmann sought Rovsing's symptom in 34 cases of pain in the 
right iliac fossa, and concludes that it is lacking when the peritoneum 
is not inflamed, and that he has even met with it in persons whose 
appendix had been removed. 

Rovsing replies that Hoffmann describes the symptom inaccu- 
rately: "inducing of appendicular pain through sudden, quick pres- 
sure from a distance on the descending colon," while the maneuver 
above described is entirely different; he maintains the exactness of 
his experiments, carried on for three and a half years. 

ID. Lane's point. — ^After studying cases from McBumey's symp- 
tom, Lanz draws the following conclusions: "i. The position of the 
appendix as regards its opening into the cecum is more constant than 
has been hitherto admitted ; 2. McBumey's point has no bearing on 
the position of the appendix; 3. This point corresponds generally 
to the inner edge of the ascending colon or its vicinity, in a point 
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situated at 4 centimeters above the base of the appendix ; 4. Seldom 
does McBurney's point correspond to the angle formed by the ilium 
and the ascending colon, and still more seldom to the base of the 
appendix; 5. In the majority of cases, on the contrary, this base is 
found in the vicinity of the right hand third of the intra-spinal line, 
exactly at the junction of the middle third and the right third of the 
bi-spinal line." (Fig. 34.) 

Lejars says, "The topographical position of the appendicular 
outlet is much more constant than is generally admitted, but it has 
no relation to McBumey's point. Lanz's point on the bi-spinal line 
appears to have a very different value in localization." 

Garau sought in 45 cadavers for the projection on the wall of 
the appendix. He found "that in 11. 11 per cent, of cases the base 
of the appendix was nearer to McBumey's than to Lanz's point; 
in 2.22 per cent, of the cases, the base of the appendix was at an 
equal distance between these two points ; in 86.66 per cent, the base 
of the appendix was nearer Lanz's point. Generally speaking, 
McBumey's point corresponds more exactly to the inner median 
portion of the ascending colon, at about 4 to 5 centimeters from the 
base of the appendix and above it." He concludes : "Lanz's point, 
in a majority of cases (86 per cent.) indicates the anatomical seat 
of the appendix; McBurney's is nothing but the cutaneous region, 
corresponding to the medullary segment to which are attached the 
nerves appertaining to this organ, and consequently it retains its 
great diagnostic value." 

We shall refer later to this question of the cutaneous region being 
in sympathy with a deep-seated organ. 

D, Pancreas 

1. Epigastric zone (Lucron). — Lucron has observed a pain on 
pressure on the epigastric cavity in primary cancer of the pancreas, 
and mentions lumbar radiating pains from the celiac neuralgia which, 
combined with rapid loss of flesh, authorizes one to diagnose primary 
cancer of the pancreas. (Fig. 35.). 

2. Pancreatic point (Desjardins). — According to Desjardins, the 
pain on pressure that betrays an affection of the pancreas may be 
Ihus localized: "The seat of the pain corresponds with the point 
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where Wirsung's duct enters the duodenum which is also the outlet 
of the choledochus. This point is readily determined on the wall. 
In fact, if a line is traced from the umbilicus to the armpit, the ami 
hanging down by the side of the body, one can see that this point 
is found on this line at from 5 to 7 centimeters above the umbilicus ; 
this is what may be called the pancreatic point. Much more clearly 
localized usually in chronic pancreatitis than in the acute fomi where 
the pain is much more extended all over the upper portion of the 
abdomen, this point is valuable when one is careful in localizing it, 
in establishing a diagnosis of pancreatitis. One observes that it is 
situated considerably higher and further inward than the vesicular 
point." (Fig. 36.) 

3. Left pancreatic point (Calot and Pic). — These authors de- 
scribe succinctly and without being too exact, a sensitive point at 
the left which to us seems to correspond almost exactly with one 
that Desjardins described later. In 4 cases of primary cancer of 
the pancreas, they observed this sensitive point "en broche," with 
exacerbation on pressure, and uninfluenced by ingestion of food* 
(Fig. 37.) 

4. Pancreatic-choledochic zone (Chauffard and Rivet). — Chauf- 
fard gives the results of experiments by Rivet on 10 cadavers to 
determine the situation of the choledochus in regard to the abdominal 
wall. "A needle inserted in the axillo-abdominal line at a distance 
of 7, or even 6 centimeters above the umbilicus, is found to be toa 
high up, and remains outside the pancreas ; inserted at 5 centimeters, 
in 2 cases ou^t of 10 it penetrated the head of the pancreas ; in 4 cases 
it reached the extreme edge of the pancreas and of the gland at 
the point where it joins the pancreas; and in 4 cases it pierced the 
duodenal ring at its upper, middle, or lower portion. . . . Takings 
the umbilicus as the point of departure and from this point drawing 
a vertical and horizontal line, so as to form a right angle at 
the umbilical elevation, we bisect this angle. The pancreatic- 
choledochic zone is comprised w^ithin the vertical and the bisecting^ 
lines of this angle, to a distance of not over 5 centimeters above, 
along the bisecting line, and at the lower end not reaching quite ta 
the umbilicus. . . . These limits are exact only if the patient's 
umbilicus is not sunken in consequence of adipose prolapse of the 
wall. ... A line connecting this zone with the vesicular point 
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would correspond exactly to the course of the choledochus." 
(Fig. 38.) 



Fig. 37. Left pancreatic Fig. 38. Pancreatic-chole- 
point (Calot and Pic). dochic rone (Chauffard and 

Rivet). 

Returning to this question, Chauffard says : "The chief symptom 
in cancer of the body of the pancreas is pain. At first it began in 
two of our patients at the left, on a level with the edge of the ribs ; 
then it moved to the lower epigastrium and the supraumbilical region. 
That is where digital exploration discovers it. . . . The initial 
pain to the left is probably due to some irritation along the splenic 
nerves and their anastomoses ; then, as soon as the solar region, is 
affected the pain becomes localized in its typical spot, transverse 
median and supra-umbilical, deep-seated and excruciating, and ex- 
acerbates on the slightest pressure." 

Sauve describes this same localization of the pain and considers 
it a symptom of a special variety of cancer of the head of the pan- 
creas : "the deep-seated cancer." 

Liver 

I. Vertebral points (Vidal) (J. Mackenzie). — "In hepatitis, in 
certain cases of hepatic colic, every time the pain in the liver radi- 
ates to the vertebral column, it is on the spinal apophysis of the 
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fourth dorsal vertebra and at the point of emergence of the inter- 
costal nerves that one must seek through pressure to ascertain the 
corresponding painful spot, which is almost always present in hepatic 
lesions." (Fig. 39.) 

J. Mackenzie, quoted by Chauffard, mentions the 8th, 9th, loth, 
and nth dorsal vertebrae as being those which are regularly the 
most sensitive when it is a question of an hepatic affection. At this 
level, pressure on the spinal apophyses is distinctly painful. This 
special sensitiveness is frequent, but not constant, in biliary lithiasis. 
(Fig. 40.) 

2. Scapular-apex point (Budd) (Charcot) (Chauffard). — This 
point has been mentioned by Budd and Charcot. (Fig. 41.) 

Mauban says : "It is situated exactly at the point of the shoulder 
blade, and as it is behind the liver on a horizontal and vertical plane 
identical in sensitiveness with that of the gall-bladder, some patients 
describe the pain they suffer as a piercing, darting pain, quite similar 
to that of gastric ulcer, with this difference, that the pain in the 
present instance bears greatly to the right." (Fig. 41.) 

The scapular-apex point is constant in the spontaneous form, at 
the moment of painful paroxysms of lithiasis; but palpation may 
also reveal it, either at the period of the paroxysm of pain in lithiasis, 
or several days after this attack. 

3. Costal point (Chauffard) (Mauban). — Mauban says: "This 
point is situated towards the free extremity of the 12th right rib. 
(Fig. 42.) . . . It is in fact rather a lateral than a posterior point. 
We have observed it sometimes; unfortunately, it is not constant, 
and therefore has not the diagnostic value of other sensitive points 
in biliary lithiasis." 

4. Cystic point (Flemming) (Charcot) (Debove) (Achard) 
(Chauffard) (Salignat and Foucaud) (Miss Weil). — This point, 
which it appears has long been known, is mentioned by Charcot in 
these terms: "I shall restrict myself to reminding you that this 
very intense pain which spreads more or less over the whole supra- 
umbilical region, in the hypochondria, particularly the right, is 
nevertheless more marked, as a rule, at certain points. It is thus 
that one distinguishes a cystic point, already mentioned by Flem- 
ming, which occupies the region of the bladder ; this point does not 
always exist: it. is rather a theoretical conception. It is different 
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with the epigastric point, recognized by most of the ancient and 
modem authors, and with the scapular point on which Budd in- 
sisted, with good reason, and which is situated at the inferior ex- 
tremity of the right shoulder blade. . . . These sensitive points 
correspond pretty nearly to the actual seat of the organs affected, 
and everything leads one to believe that pain here betrays directly 
irritation in the biliary passages." 

Debove and Achard observe that "the maximum of pain in hepatic 
colic is situated on a level with the base of the gall-bladder, as is 
shown by pressure on the cystic point situated at the intersection 
of the external edge of the rectus muscle and the loth right rib." 
(Fig. 43.) 

Chauffard admits that "even in mistaken diagnosis one may fre- 
quently suspect biliary lithiasis, as palpation induces a dull, deep 
pain, localized at the level of the gall-bladder: that is a most im- 
portant symptom." 

Pascault says: "Pain on pressure at the right, and superficial, 
below the curved edge of the ribs and along the rise formed by the 
great rectus abdominis, starts from the median hepatic lobe, or 
cholecystic. ... In this same region, outside the cystic point, is 
found the right flexure of the colon, and lower down, the right 
kidney; inside this point, below the rectus muscle, the pylorus and 
the descending portion of the duodenum. But the pains to which 
these various organs may give rise are more circumscribed and more 
intense . . . this sensitiveness of the liver indicates merely that it 
is undergoing an attack of active congestion." 

Salignat and Foucaud describe the vesicular point as being as 
frequent as the epigastric point, which we shall mention later: "33 
out of 63 of our patients, in whom the epigastric point was present, 
had also the vesicular point ; again, while 30 patients presented only 
the epigastric point, 36 showed only the vesicular point. The vesic- 
ular point situated at the very level of the gall-bladder, varies its 
position when the bladder is prolapsed. It is found at the edge of 
the inferior margin of the liver, by prolonging a line passing by 
the extremity of the 9th rib, to the edge of the ribs; it may be 
situated lower down, on the line indicated, when the liver is pro- 
lapsed, congested, or hypertrophied, the gall-bladder sinking with 
the free margin of the liver." 
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Miss Weil expresses a very similar opinion, and localizes the 
cystic pain at the intersection of the right parasternal line, passing 
along the right edge of the sternum, and the horizontal line passing 
along the anterior extremity of the 9th rib. She adds, "The cystic 
point occupies the center of a special pathological region, which 
forms an entity of nosologic anatomy equivalent to the t)rphlo- 
appendicular and adnexial region. One finds there, in fact, the gall- 
bladder, the pylorus, the right angle of the colon and, deep down, 
the right kidney and the head of the pancreas; further, one finds 
there the peritoneum and the cystic nerve plexus, the seat of cys- 
talgia. . . • The sensitiveness induced at this point may therefore 
arise from cholecystitis, colic of the gatl-bladder, muco-membranous 
colitis localized at the right hand angle of the colon, pyloric cramp, 
juxtavesicular perihepatitis, pancreatitis, nephritic colic, or neuralgia 
of the plexi." (Fig. 44.) 

S. Epigastric zone and point (Glenard, J. Ch. Roux, Sellier and 
Dubourdieu, Salignat and Foucaud, etc.). — ^The epigastric point, 
according to the authors above cited in reference to the cystic point, 
has been described for a long time, more or less exactly, by all 
classic authors : it is a very prominent symptom in various affections 
of the liver. This is how it is described and accounted for by some 
recent authors, who speak of it either as a zone, or as a more limited 
spot. (Figs. 45, 46.) 

According to G16nard it is in s)mipathy with the liver. "The 
pain supposed to be in the stomach, caused by pressure on the epi- 
gastrium, may originate outside the stomach ; it may come from the 
liver, whose position between the stomach and the abdominal wall 
has been overlooked or forgotten." 

Referring later to this subject, Glenard attributes this pain to the 
liver, and particularly to the left lobe. 

J. Ch. Roux thinks the epigastric point indicates h)rperesthesia of 
the solar plexus. 

Sellier and Dubourdieu attribute this pain to the liver: "In any 
case, we think that the epigastric point is most frequently a pain in 
the left lobe of the liver." To them, the epigastric pain is more 
like a zone, "which occupies a triangle the sides of which are formed 
by the false ribs, the apex by the xyphoid process, and the base by an 
oblique transverse line drawn upward from right to left, and is deter- 
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mined by light percussion, the maximum of pain being at the base 
of the triangle, slightly to the right of the median line. ... It is 
the epigastric hepatalgia of patients suffering from atonic dys- 
pepsia." 

"One of the most frequent symptoms that we have observed," say 
Salignac and Foucaud, "is a spontaenous or induced pain at the 
level of the epigastric cavity in the digestive derangements of 
lithiasis. This pain is situated below the point of the xyphoid 
process, on the median line." (Fig. 47.) 

6. Xyphoid point (Raymond). — This author thinks that there are 
two sensitive points which are most frequently present in hepatitis: 
the cystic point "situated at a level with the fissure separating the 
right lobe from the quadrate lobe, practically at the level of the 9th 
rib; and the epigastric point, situated at a level with the median 
fissure separating the right from the left lobe of the liver, practically 
on the median line." 

This epigastric point is found in the region of the costal angle, 
slightly to the, right of the median line. But he mentions still 
another, the xyphoid point: "If, instead of pressing on the epigastric 
region, we press on the xyphoid process, especially if it is mobile 
at the extremity, we induce, in a certain number of cases, the same 
agonizing pain, the same difficulty in respiration. . . . This point 
is frequent in patients suflFering from liver trouble, gastric, and 
particularly intestinal, indigestion, in many suffering from arthritis, 
gout, diabetes, lithiasis, and in malarial infection. It is constantly 
mistaken by patients for a stomach pain. A systematic study of 
this point and a careful examination of each case have prompted us 
to attribute it most generally to the liver. , . . Our various re- 
searches by clinical methods have allowed us to verify the fact that 
the sensitive point was really on the convex surface of the liver, and 
not on the stomach, which is lower down, or on the transverse colon." 
(Fig. 48.) 

SUPRARENALS 

Costal point (Martineau). — "Lumbar pains and pains in the epi- 
gastrium are frequently associated; pain in the hypochondrium is 
often limited to a special spot that corresponds to the anterior ex- 
tremity of the I2th rib (Martineau). Sometimes continuous, sharp. 
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becoming aggravated, sometimes appearing irregularly as a dumb, 
slight pain, it is almost always confined to one spot and seldom 
radiates; pressure does not aggravate it, but movement does'' 
(Brault). (Fig. 49.) 

Urinary Apparatus ^ 

1. CostO'Vertebral point (Guyon). — Guyon, who has long men- 
tioned and studied this point, places it at the summit of the angle 
formed by the last rib and the external edge of the vertebral column ; 
it can be readily localized on pressure with the end of the finger. 
According to this author, it is found in almost all cases of pain in 
the kidneys, either from retention or infection. (Fig. 50.) 

2. Costo-muscular point (Guyon) (Le Dentu) (Legueu). — This 
point is situated at the summit of the angle formed by the last rib 
and the extreme edge of the lumbar mass. It is found with the tips 
of the fingers, the patient lying in a horizontal position, with the 
muscles relaxed. It is very frequently found in palpation by bimanual 
pressure, especially in fat subjects, and in cases where the kidney, 
slightly prolapsed, is somewhat enlarged. (Fig. 51.) 

3. Sub-costal point (Albarran) (Bazy). — Bazy, who insists on 
this sensitive point, says: "It is a point determined by pressure, 
slightly below the cartilage of the loth rib." (Fig. 52.) 

According to Pasteau, when it is situated decidedly to the left it 
may be confounded with the sensitive point corresponding to the 
inflamed gall-bladder, although it is generally a little outside of it. 

4. Para-umbilical, or pylo-ureteral, or superior ureteral point 
(Bazy). — This point is also called by Bazy, the superior ureteral, 
"because a needle inserted at that level through the abdominal wall, 
almost always strikes the ureter." Bazy places it "on the anterior 
abdominal wall, at the intersection of a horizontal line passing 
across the umbilicus and a vertical line passing across McBumey's 
point, or sometimes slightly inward towards the umbilicus, at two 
fingerbreadths from it. . . . It has often been confounded with 
McBurney's point, and its intense tenderness has led one to suspect 
appendicitis; but its precise seat has often allowed me to correct 
this diagnosis and to show that it was a question of pyelo-nephritis, 
while pointing out the value of this localization." Bazy had already 
studied this pain induced by pressure, and radiating towards the 
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bladder, accompanied by the desire to urinate. He says: "I have 
called this pain or this reflex, pyelo-vesical, and not reno-vesical, in 
order to indicate its origin and also its worth." It is found when 
**the kidney is slightly affected, or the pelvis alone (bassinet)." 
(Fig. S3.) 

5. Middle ureteral point (Toumeux, Halle, Guyon). — Toumeux 
places this point on the horizontal line connecting the two antero- 
superior spines to the third of the length of this line, at about a 
centimeter above its level. 

Halle mentions this point as of frequent occurrence in renal in- 
fection with retention, particularly in renal tuberculosis; and ac- 
cording to him it is situated "at the intersection of a bi-spinal an- 
terior superior horizontal and transverse line, and a vertical line 
through the pubic spine." 

Guyon recognizes the exactness of the point mentioned by the 
two previous authors ; and says : "It corresponds to the entrance of 
the ureter into the true pelvis. . • . In the course of acute attacks, 
one can induce pain almost certainly, not on a level with the kidney 
alone, but at the points of radiation, and the ureteral pain survives 
the renal pain." (Fig. 54.) 

6. VesicO'Ureteral, or inferior ureteral point (Guyon, Legueu, 
Bazy). — Guyon has mentioned pain on pressure in digital explora- 
tion on the intravesical course of the ureter, and on the correspond- 
ing half of the bladder, in renal diseases. 

Legueu pointed out that, in calculous anuria, one can make a diag- 
nosis as to whigh side one should operate on by basing one's diag- 
nosis on the localization of the pain, on rectal palpation in a man, and 
vaginal palpation in a woman in the portion corresponding to the 
bladder. 

But it is Bazy who deserves the credit of insisting on the diag- 
nostic value of this S3rmptom. The unpleasant or painful sensation 
manifested by an intense desire to urinate, is described by him 
under the name of "uretero-vesical reflex. . , . The point at 
which pressure induces this pain, this desire to urinate, corresponds 
to the entrance of the ureter into the bladder." It exists only on 
the affected side. "When the bladder is not affected with cystitis, 
one perceives only this point, and not the sensitive point so frequent, 
or rather, so constant in cystitis, which is situated at a level with 
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the neck of the bladder. Rectal or vaginal palpation must be under- 
taken when the bladder is empty. It is on account of this maneuver, 
necessary in order to discover these points, that they have often been 
called vesico- vaginal and vesico-rectal. If this point is harder to 
find in a man than in a woman, "it is because in a man the orifice 
of the ureter is much higher up, and its relation to the seminal 
vesicles and the vast deferens may cause confusion/' (Fig. 55.) 

7. Supra-pubic point (Bazy). — Bazy thus expresses himself in 
regard to the supra-pubic point: "There exists another inferior 
point, rare enough it is true, which is symptomatic of pyelo-nephritis. 
It is the supra-pubic point, which is determined by pressure on the 
abdomen above the pubis, at 2 or 3 centimeters from the median 
line and at one side of it." (Fig. 56.) 

8. Supra-intra-spinal point (Pasteau). — ^"Situated exactly inward 
and above the anterior and superior iliac spine, on a level with the 
course of the femoral cutaneous nerve, at the superior external ex- 
tremity of the crural arch. ... It is perhaps the most constant 
of all the renal points : it can be determined as soon as a kidney is 
affected. In order to find it, one must somehow get round the iliac 
spine, as though one would hook it with the index finger. It is 
found on the same side as the affected kidney, and the kidney most 
seriously affected always corresponds to the point of the greatest 
pain on pressure." (Fig. 57.) 

9. Inguinal point (Pasteau). — This also is present on the same 
side as the affected kidney, but less frequently than the preceding 
point, according to Pasteau it is always found in a subject, pro- 
vided he is not too nervous and distends the abdominal wall at the 
slightest touch, "situated exactly at a level with the external or 
superficial orifice of the inguinal canal, in men as well as women, 
and is found by pressure with the point of the finger in the direction 
of the pubis. . . . Perhaps Bazy's suprapubic point should be 
added to it ; however, it appears to me that it is not in exactly the 
same spot, and not found under the same conditions." (Fig. 57.) 

10. Lateral supra-iliac point (Pasteau). — A third point observed 
by Pasteau has no absolutely determined position and has less value 
than the preceding. Pasteau says : "It is situated on the lateral wall 
of the abdomen, just at the level of the crest of the ilium, or a 
centimeter above it, almost about the middle of the crest, at the point 
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where the branch of the last intercostal nerve, or of the first lumbar 
nerve emerges." (Fig. 57.) 

Genital Apparatus 

Of the pains situated in the genital regions we can consider only 
induced pain, and among the latter we can consider only indirect 
pain at a distance, reflected on the abdominal wall. We shall there- 
fore avoid, as not entering into our category, the much more fre- 
quent and well-defined pain induced by palpation on a level with 
and even on contact with, the affected organ when it can be felt 
by the finger, and no doubt can exist as to the cause of the pain. 
However, the greater portion of the genital tract, in men as in 
women, just as the terminal portion of the urinary passages, is di- 
rectly accessible to exploration. The sensitive points that we shall 
mention are therefore relatively rare in the genital apparatus. 

A. Male genital organs 

The genital organs in men, largely extra-abdominal, are too easily 
accessible to make it necessary to seek for pain at a distance; we 
shall restrict ourselves to mention of the funicular-scrotal point. 

Funicular-scrotal point (Astley-Cooper, Valleix, Gilles de la 
Tourette, Patureau) . — ^Valleix describes under the name of testicular 
neuralgia of Astley-Cooper, a pain which has all the characteristics of 
neuralgia, including the aggravation by pressure at the level of the 
bursa. 

Gilles de la Tourette calls hysterical testicle "the local excitation 
induced by pressure on the bursa, or on the testicle itself, at a 
point always unilateral, and determining not an attack of pain, but 
an attack of hysteria." 

Patureau also speaks of testicular neuralgia, aggravated by super- 
ficial pressure on the skin of the bursa. (Fig. 58.) 

B. Female genital organs 
We find very few exact sensitive points, a few sensitive zones, 
lastly, and in particular neuralgia and sympathetic chills. 

/. Defined sensitive points 
I. Left para-umbilical point (Carlo-Santini). — Carlo-Santini 
studied this sensitive point in about 200 women suffering for the 
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most part from affections of the genital organs; through deep 
pressure on the abdomen he discovered all forms of inflammation, 
chronic as well as acute, of the uterus and the adnexa. He con- 
cluded that there was a zone of cutaneous sensitiveness, due to 
hyperesthesia of the abdominal aortic plexus, whence proceeds in- 
nervation of the female genital organs. He vindicates the origin 
of this sensitive point and places it "slightly to the left of the 
umbilicus, on the transverse umbilical line about 2 centimeters from 
the umbilicus. . . . It is the size of a two sous piece and the pain 
radiates towards the iliac fossa and the corresponding thigh." 

(Fig. 59-) 

2. Mammary points (Bennet, Dalch^). — A S3miptom frequently 
observed in uterine affections, says Bennet, "is sympathetic pain and 
swelling of the breasts; they becofne hard and sensitive to the 
touch." 

Dalche, in his lectures at the Hotel Dieu, often insists on these 
points, sensitive on pressure, chiefly at the level of the left breast 
and existing in conjunction with disease of the genital organs. This 
point is on a level with the breast on a vertical line passing through 
the nipple and a little below it. (Fig. 60.) 

//. Diffuse sensitive zones 

As Labadie-Lagrave and Legueu have affirmed that pain is an 
important symptom in the diseases of women, "but it would be a 
great mistake to attach too much diagnostic value upon it; for it 
is a question of a subjective phenomenon which produces different 
effects on different patients. . . . The pain varies greatly in its 
localization; it has, however, certain points of predilection. . . . 
The pains are spontaneous, but may be induced or aggravated by 
hypogastric palpation, or by digital exploration per vaginam or per 
rectum." 

In regard to the abdominal-parietal pains, we would say, as do 
almost all authors, that the zones of predilection for these pains are : 
the lumbar, or lumbar-sacral region, the median supra-pubic hypo- 
gastric region, in fact, the two iliac, or ilio-inguinal regions, or right 
and left lateral hypogastric regions. 

We shall restrict ourselves to a few very brief references to these 
diffuse sensitive zones. 
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1. Lumbar-sacral zone. — Bennet considers this lumbar-sacral zone 
as frequently the seat of pain as the other two zones. The pain is 
**dull and wearing, sometimes felt only after fatigue, in ulcerous and 
tion-ulcerous inflammation of the uterus/' 

Clado thinks that: "lumbar pain is most frequent in neuralgia of 
genital origin." 

Labadie-Lagrave and Legueu hold that "the lumbar or lumbar- 
sacral painful zone is almost constant in sick women, and corre- 
sponds at the same time to lesions of the uterus, or peri-uterine 
lesions. (Fig. 61.) 

2. Median supra-pubic hypogastric zone, and iliac or Uio-inguinal, 
or right and left lateral hypogastric zones, — Bennet recognizes that 
""in ovaritis there is an abnormal sensitiveness throughout the ab- 
domen ; but the pain is more intense on pressure at either side of the 
median line in the region of the ovaries, and most frequently to the 
left." He says: "In metritis, the chief local symptom is an acute, 
deep-seated pain, in the hypogastric region, below and behind the 
pubis, radiating to the ovarian region. . . . The cutaneous surface 
of the lower part of the abdomen is very sensitive to the touch, 
although the pain is not aggravated by slight pressure." 

Clado thus expresses himself: "Pelvic pain may be felt in the 
hypogastrium : this is hysteralgia. Pain in the adnexa is lateral, 
more intense to the left, or felt exclusively on that side, even where 
the right adnexa are diseased. . . . Sometimes there are attacks 
of pain in the bladder, and more rarely in the rectum. . . . Hard 
pressure on the wall behind the pubis induces uterine pain. In the 
adnexa one must seek for pain by lateral pressure inside of the cord 
of the psoas." 

Labadie-Lagrave and Legueu also think that the median h)rpo- 
gastric and retro-pubic zone correspond, as a rule, to the uterus, and 
that the iliac or ilio-inguinal zone corresponds to the adnexa on 
•either side. 

Faure and Siredey allude to these same sensitive points, and 
define them. "Pain in metritis is aggravated by touch, palpation, and 
in general by all that tends to mobilize the uterus, and on a level 
with it. If the pains are more intense and are felt at the junction 
of the iliac fossae and the hypogastrium, especially at the left, owing to 
greater and unexplained frequency of salpingitis on the left side, we 
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may suspect complications of the adnexa. ... In salpingo-ova- 
ritis, the pain has a tendency to become localized more precisely on 
the sides of the uterus: it extends in width, and pressure in the 
ovarian region will the most readily induce it. • . • Pressure on 
the lower abdomen is very painful, sometimes unbearable, especially 
above the pubis in pelvic peritonitis." (Fig. 62.) 

///. Neuralgia and sympathetic chills 

Besides the exact points and the diffuse zones that we have just 
mentioned, there have been observed in the semeiology of the genital 
diseases of women a certain number of painful phenomena, local and 
radiating, either in the form of relatively definite neuralgia, or in 
the vaguer form of S)mipathetic pains and abdominal chills. These 
painful phenomena are often spontaneous, but may be provoked or 
aggravated by exploration, and it is in regard to this that we wish 
to say a few words. 

1. Ilio'lumbar, obturating, crural, perineal neuralgia. — ^Robin and 
Dalche express themselves thus: '^Hysterical, neurasthenic, and 
rheumatic subjects are liable to topoalgia and to exaggerate involun- 
tarily the pain they feel, and one observes : 

a. Ilio-lumbar neuralgia (lumbar points, the iliac, inguinal, ab- 
dominal or subpubic, the labium majus, and the ovary) ; 

b. Obturating neuralgia, revealed by a painful spot on a level with 
the ischio-pubic orifice ; 

c. Crural neuralgia, which in addition to its habitual localization 
points, give rise to a tender point on the inner condyle, and some- 
times cause pain all along the internal saphena ; 

d. Perineal neuralgia of the internal pubis, which is ascertained 
by touching a point situated in the middle section of the sciatic 
nerve." (Fig. 63.) 

2. Sympathetic abdominal, supra-umbilical, right and left para- 
umbilical, sub-umbilical, and pelvic pains. — Bennet has already men- 
tioned sympathetic pain seated in the chest, at the epigastric cavity, 
in the cardiac region. "The pain is of that dull, deep-seated char- 
acter which seems to belong to organs connected with the sympat- 
icus majus. It occurs in the gastric branches of the solar plexus 
and radiates thence to the pulmonary and cardiac plexi." 

Robin and Dalch6, who consider the subject from another point of 
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view, say : "Abdominal pain is liable to constitute a class of "pseudo 
uterine (pains), which mistakenly refer to the generative organs as 
the seat of their origin. . . . The nerve system of the abdominal 
plexus is projected on the abdominal wall in such a manner that 
moderate pressure awakens sensibility and even suffering at certain 
points, and when these phenomena occur in the para- or sub-umbili- 
cal zone, it is not surprising that an anxious woman should mistak- 
enly seek the cause in the utero-adnexal system." (Fig. 64.) 

Clado makes special mention of coccygodynia "characterized by 
its persistence and intensity ; it is caused by affections of the uterus 
and the adnexa; in diagnosing it one must first eliminate certain 
affections that might also induce it: traumatism (from riding horse- 
back, a fall on the perineum), rheumatism, and rectal diseases." 

Doleris and Verchere have mentioned the presence at the level of 
the vaginal culs-de-sac, of painful spots that might lead one to 
suspect an old salpingo-ovaritis, in certain nervous cases, when they 
were only indicative of transient cramps. 

These sympathetic pains make their appearance frequently, less 
as deep-seated than as superficial pains, and even appear to be 
phenomena of cutaneous sensitiveness. This is what Duballey con- 
cludes on this subject. — "There are points in the skin where pain is 
projected from the internal genital organs of women, and localized 
according to its frequency: 

a. In the lumbar region, on a level with the second and third 
lumbar vertebra ; 

b. In the adnexal zone, that is to say, in the middle of a line drawn 
from the antero-superior iliac spine to the pubic spine; 

c. In the iliac fossa, a little above the middle portion of the 
Fallopian arch ; 

d. Much more seldom on a level with the summit of Scarpa's 
triangle." (Fig. 65.) We shall refer later to the phenomena of 
cutaneous sensibility. 

Points of pain in the abdomen revealing the pathological con- 
dition of the parietal organs. 

Soft Sub-Cutaneous Portions 
A. DorsO'inter costal neuralgia 
I. Anterior, middle, and posterior intercostal points (Valleix). — 
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Resuming his observations, Valleix thus expresses himself: "Pain 
on pressure in intercostal neuralgia, when it is constant, excessive 
at times, usually occurred in very restricted areas, at fairly long 
intervals along the course of the nerve. These painful points were 
situated at: 

a. The vertebral point, at the posterior portion of the intercostal 
space, a little outside the spinal apophyses ; 

b. The median or lateral point, in the middle portion of the inter- 
costal space : this is the **rib point" type ; 

c. The anterior sternal or epigastric point, betewen the costal 
cartilages, a little outside the sternum, or in a portion of the epigas- 
trium, slightly outside the median line. These points are very limited 
and very local." (Figs. 67, 68.) 

2. Apophysal points (Trousseau). — Pain on pressure on the spinal 
apophyses should correspond, according to Trousseau, to the painful 
intercostal space, and would be restricted exactly to these apophyses ; 
it is constant, assuredly more constant than that of the posterior and 
laterat^localizations of Valleix, and would suffice to establish the 
diagnosis of intercostal neuralgia. (Fig. 66.) 

B. Lumbar-abdominal neuralgia 

I. Lumbar, iliac, hypogastric, inguinal, and scrotal points 
(Valleix). — ^The painful points mentioned by Valleix in lumbar- 
abdominal neuralgia are: 

a. The lumbar point, situated a little outside of the first lumbar 
vertebra, and in that portion of the skin where the numerous nerves 
•of the posterior branches meet ; 

b. The iliac point, a little above, in the middle of the crest of the 
ilium ; 

c. The hypogastric point, above the inguinal ring and outside the 
linea alba ; 

d. The inguinal point, towards the middle of the Fallopian arch ; 

e. The scrotal point, or point of the labium majus, at the inferior 
portion of the testicle, or in the thick part of the labium majus. 
(Figs. 67, 68.) 

These parietal pains, called neuralgic, would be the expression of 
some painful irritation of a parietal nerve, or because this is irri- 
tated from general causes, such as malarial poison, or from a local 



Digitized by 



Google 



246 The Archives of Diagnosis 






bo 



i=lg. 

..s2 



5 "•o 3 



.2 V 



Digitized by 



Google 



Descomps and Brousse: Points of Tenderness 247 

cause, as in the case of a neighboring tumor which might include 
it in its course, or of inflammation of the tissues that it traverses, 
etc. 

Points of pain in the course of various visceral affections, and 
frequently with different appellations. Here is an example: 

2. Zones of pain and lateral points in alcoholics (Milian). — ^Ac- 
cording to Milian, the lateral point in alcoholics presents itself under 
different aspects ; it may be sub-acute or intense. "In the first in- 
stance, the pain is localized, annoying; in the second, it is violent, 
exquisite, causing the patient to scream, and to shudder at the 
slightest touch. One suspects rheumatism or pneumonia. . . . The 
sub-acute lateral point is observed especially in these two conditions : 
at the right it is hepatalgia with somewhat enlarged liver, sensitive 
to pressure ; on the left, it is epigastralgia connected with alcoholic 
gastritis. The patient complains of a pretty sharp pain at the pit 
of the stomach and on the edges of the left false ribs ; pressure ag- 
gravates it along the major nerve of the stomach as far as the ribs, 
and at the level of Gueneau de Mussy's point. One might suspect 
phrenic neuralgia, but pressure on the other points indicating phre- 
nalgia causes no response. . . . The lateral intensely painful point 
is situated at the same spot ; the slightest pressure is very painful at 
the base of the thorax; objective examination presently gives evi- 
dence of intercostal neuralgia of the loth, or nth ribs, with its 
three characteristic points, long since described by Valleix: pos- 
terior, lateral, and anterior. Here, it is the lateral point which gives 
the most painful sensation." (Fig. 69.) 

These lateral points are frequently parietal neuralgia of alcohol- 
ism, considered as" the cause of geYieral intoxication and of irritation 
of the deep-seated viscera. 

The Skin 

There would be no need to dwell in this expose on the cutaneous 
tenderness of the abdomen if it were not an evidence of various 
affections of the deep-seated organs. 

Dejerine emphasizes this when he says: "During the course of 
certain forms of visceral infection, there are manifested phenomena 
of cutaneous tenderness, peripheral at least, in well-defined areas of 
the skin — sympathetic pains." The study of these sympathetic zones 
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was undertaken systematically by Head in a majority of visceral 
diseases, and he observed that those diseases which affected the 
deeper internal organs, the heart, the lungs, the stomach, the liver, 
the kidneys, the urinary bladder, the uterus, etc., gave rise to pains,, 
to hyperesthesia, or a special condition of sensitiveness, "tenderness,"' 
of the skin in definite regions, in the form of well-defined points or 
bands along the course of groups of nerve fibers corresponding to 
the various segments of the spinal marrow. 

Here are the most essential points of Head's theory, which all 
classical works describe and illustrate very explicitly. 

For every neuromere there are three corresponding myomeres,, 
one smooth, that is, a digestive muscle, the other, striated, a con- 
stituent part of the thoracico-abdominal wall (five last intercostal 
muscles, the rectus abdominis, the large and small oblique and trans- 
verse abdominal muscles). Similarly, to each neuromere there is a 
corresponding dermatomere, a constituent part of the thoracico- 
abdominal wall. The superficial sensitiveness of the neuromere gives 
rise to several tender points; it is accompanied by reaction of the 
intestinal myomere : that is intestinal cramp ; reaction of the parietal 
myomere : that is contraction of the wall ; by reaction of the derma- 
tomere: that is superficial hyperesthesia. But in the course of the 
disease the metamere undergoes a dislocation which separates from 
it the various elements and removes the dermatomere of the corre- 
sponding deep-seated neuromere. Most frequently, this superficial 
hyperesthesia forms zones of varying dimensions from the size of 
50 centimes to that of a 5 franc piece. They are usually oval and! 
do not aflFect the roots of the nerves except at the level of the 
thorax, because at this level the embryonal segmentary disposition 
has been fairly well maintained. 

In the course of certain inflammatory conditions of the intemal 
organs, it happens that one quite frequently observes a cutaneous- 
hyperesthesia transferred in some manner to the skin, at a spot 
corresponding alnfiost to the affected organ: this is what occurs in 
acute peritoneal affections. A classic example may be cited in the 
case of appendicular peritonitis. According to Meisel, this zone 
patch, badly defined on the right umbilico-spinal line, is nothing but 
the cutaneous portion corresponding to the medullary section in 
which the sensory nerves of the ileo-cecal segment meet. Garau^ 
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as we saw, took up this idea in a very similar form. It is a simple 
hypothesis, and we are far from understanding precisely and indis- 
putably the topographical relations between internal and super- 
ficial hyperesthesia. 

This is what Guillain says: "Contrary to the opinion of Head, 
contrary to the table he gives us, we have never seen clearly defined 
hyperesthetic zones. It is incontrovertible that, in diseases of the 
heart, the stomach, the intestines, the lungs, one finds zones of hyper- 
esthesia on the skin, but these zones in diseases of identical localities 
are hardly ever found to be in the same spot ; these zones are very 
variable, even from day to day, from hour to hour, and are even 
lacking in a majority of cases." 

Gueneaux, on studying abdominal sensitiveness, says in his turn: 
"There may be superficial hyperesthesia localized at the epigastrium ; 
the slightest touch will induce a sharp pain in the epigastrium, with- 
out any abnormal sensitiveness in tlie rest of the abdomen. Pron 
considers that this superficial hyperesthesia bears a relation to a 
gastric affection in an acute state. It is more exact to believe that 
these more or less clearly defined patches give no indication of the 
nature of the gastric disease; the most they do is to reveal a neuro- 
pathic condition and they are most frequently a symptom of sug- 
gestibility. 

In women affected with ptosis, with abdominal affections, the least 
pressure on any part of the abdomen induces a sharp pain, more 
excessive in the epigastrium, the hypogastrium, and laterally at the 
umbilicus; or else, in women, hyperesthesia is not localized at all, 
but affects the entire sympathetic system, superficial and internal. 

Pressure on these various points may induce convulsive crises in 
certain patients; these points were formerly called hysterogenous 
zones. As soon as this sympathetic hyperesthesia is induced, the 
patients, both men and women, are affected with spontaneous pains 
and various disturbances, as spasm of the esophagus, pseudo angina 
pectoris, vertigo, rachialgia, etc. It is here evidently a question of 
purely functional derangement.'' 

If one desires to draw conclusions from this delineation of the 
abdominal points of pain and tenderness — which we have endeav- 
ored merely to describe and not to disputes-one may say : 

To begin, some authors seem to prefer, in certain cases, the idea 
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of "zone" of pain to that of "point" of pain. This seems to us to 
be a matter of more apparent than real importance : one cannot, in 
anatomy, give the word "point" its rigorous, geometric significance ; 
it is a question, in fact, of a "zone" of greater or less size. It is 
superfluous to discuss these terms. 

This, however, is the crux of the question : Is the topography of 
these points of pain and tenderness, considered in a general manner 
and in relation to the localization of the various organs, absolutely 
fixed, precise, inflexible, indisputable? 

It is evident that from an anatomical as well as a clinical view- 
point one cannot express a comprehensive opinion on all these 
points: it is a question of "species." 

What one may affirm is, that the two factors vary: both the 
viscera and the walls. One may say, on the one side, that the 
internal organs indicated by the pains induced by palpation, are not 
so fixed that their projection on the parietes can be immutably local- 
ized at definite points ; on the other side, one may say that the indi- 
cations at the peripheral surface, either on a level with the soft por- 
tions, or at the prominent portions of the skeleton, are not always 
found to have a fixed relationship, nor even to be invariably of a 
proportionate size geometrically considered. 

The extraordinary polymorphism of the abdominal organs and 
their parietal relationship is a fact that has always struck the sur- 
geon when operating on the abdomen, and all those who have carried 
on systematic research in the topographic anatomy of the abdomen. 
Numerous works, and recently, the studies of Chaillou and Mc- 
Auliffe in morphology, have fully established the fact that nothing 
is so variable as the position of the points which serve to indicate 
the anatomical position of the points of pain and sensitiveness. The 
x)rphoid process sometimes descends to three fingerbreadths below 
the umbilicus; at other times it is eight fingerbreadths away. The 
distance that separates the iliac spines is frequently very different in 
individuals of the same height and weight. One has to consider the 
frequent asymmetry of the pelvis, and even the difficulty of pointing 
out exactly the antero-superior iliac spine, owing to the mobility of 
the skin. The umbilicus does not occupy a fixed position as regards 
the pubis and the x)rphoid process ; in the same subject its location is 
not the same in different positions, especially in persons with a 
flabby, spreading abdomen. 
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Radiology, which has transformed little by little abdominal 
anatomy, by demonstrating to us the anatomy of the living, has 
allowed us to determine beyond dispute that the shape of the dia- 
phragm, the conformation of the walls of the thorax, of the abdomen, 
of the pelvis, etc., cause great variability in the position of the 
viscera, and in that of the parietal indicia; it has taught us, for 
instance, that in a patient with ptosis the viscera do not occupy the 
same relative position as in a healthy patient, and that their position 
in relation to a certain fixed point in the abdominal wall is variable 
in the same subject, in various attitudes and at different physiological 
moments. 

As we are collecting at this time in the amphitheater of the Paris 
hospitals a series of anatomical treatises on the relation of the 
abdominal viscera to each other and to the parietes, we hope to be 
able in our turn to form spme more exact conclusions in regard to 
this question ; but, at present, we think ourselves justified in believ- 
ing that the comparative anatomy of the abdominal organs and the 
divers points of pain and tenderness in the abdomen are not as 
definite as they should be. And, anatomically, we are tempted 
to make the expression of McBumey our own (while applying it to 
a certain number of other points of pain), that the localization of 
appendicular pain at the classical point, a point which has retained 
his name, and which is, also, one of the least disputable, may seem 
like "an affectation of precision." 

There can be no doubt that the abdominal points or zones of pain 
and tenderness have their particular field of usefulness. Whatever 
the degree of value of a certain tender spot as regards the anatomy 
or the clinical side, it will most assuredly draw the attention of the 
observer into a certain direction permitting orientation and also 
localization. However, as far as diagnosis is concerned, these points 
of tenderness should be relegated to their proper place. It is a 
serious mistake to rate them higher than the various phenomena 
constituting the clinical picture of a given case, and it is certainly 
imprudent to entertain a diagnosis for the mere reason of the pres- 
ence of one of them. Of all abdominal diseases it may be said, as 
Lejars very judiciously expressed it on the subject of appendicitis: 
"It is not a disease that can be diagnosed with the tip of the finger." 
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CARDIAC IRREGULARITIES 

By EDWARD L. TUOHY 
Duluth, Minn. 

Studies made of the heart under normal and pathological con- 
ditions during the last few years deal more with the physiology of 
that organ than with its pathological anatomy. This is only an 
index of a movement fairly general in medicine to-day. This does 
not imply that the facts elicited from years of study of pathological 
anatomy are to be discarded, but it indicates that much of this 
knowledge has become fixed and standard and that improvements 
in the technic of treatment and in forecasting a prognosis can now 
be better made by closely observing the organ in action. Most of 
our standard text-books deal with the heart as though it were simply 
a mass of muscle surrounding a cavity, with certain tubes leading 
to and from it and a set of valves regulating and controlling their 
opening; and that all diseases of the heart are studied in terms of 
these two things — muscles and valves. And yet, in practice, every 
one knows that the all important thing which concerns the patient 
(and manifestly as well the physician) is not how a heart may be 
disfigured, but how it acts, what it can be expected to do, and how 
long it is going to serve its possessor. 

Like many organs of the body, when undisturbed, the heart works 
under a great deal of autonomy. Even as the entire organ has this 
ability, so its individual fibers can be made to beat indefinitely, placed 
in salt solution, isolated by themselves. It is improbable that the 
intrinsic ganglia of the heart play any exclusive role in governing 
its action. The vagus is the depressor nerve and the sympathetic is 
the accelerator. Just how the vagus accomplishes its eflFort will be 
discussed later in speaking of heart-block. This automatic trip- 
hammer-regularity is manifestly a delicate process since it must re- 
spond promptly and accurately and within bounds to the various 
needs of the body, from that of complete repose to most strenuous 
action. 

To understand fully the cardiac control, we must go back to the 
preliminary physiological principles common to all muscle, namely, 
irritability, conductivity and contractility. It was pointed out by 
Hermann that a strip of contracted muscle becomes negative relative 
to all other points at the point where the contraction began. Nega- 
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tivity can be easily shown by the galvanometer. This is the principle 
out of which has been elaborated all the electrical apparatus which 
has shed so much light upon the heart-beat and its mechanism. By 
this method has been determined the exact point in the heart where 
contraction begins. This so-called sino-auricular node was first 
described by Keith and Flack. Broadly speaking, it lies just where 
the superior vena cava enters the auricle and forms the auricular 
sinus. Just why this node is the origin of the contraction must be 
explained by the fact that it responds most delicately to stimuli and 
therefore is the point in the heart which, under normal conditions, 
is best endowed with the physiological faculty of "irritability." 
Later on it will be pointed out that, under certain abnormal con- 
ditions, other portions of the auricle become more irritable and 
vicarious stimuli originate elsewhere than in this normal position. 

Having determined this node, various investigators have corrobo- 
rated it in different ingenious ways. It has been cut out, burned 
out with the cautery and otherwise interfered with, giving some 
conflicting evidence. However, when the technic has all been made 
uniform the results are constant. This is, then, the pace-maker of 
the mammalian heart ; its beats originate in the auricle, and it is the 
auricle which is the timer instead of the ventricle. Electrocardio- 
graphic records have shown clearly that under several conditions the 
pulse, or apex beat, may only represent a small portion of the true 
heart beats, or may be only some definite fraction thereof. The 
stimuli leaving the sino-auricular node proceed down through the 
inter-ventricular septum, along the bundle of His, into the ventricle. 
Just how the impulses are distributed over the ventricle is out of 
the scope of this limited paper. The time in which these stimuli 
traverse this bundle can be mathematically determined, and this has 
enlarged our ideas very greatly relative to what we term heart-block. 
Previously, only the coarsest evidence of this disorder was recog- 
nized and it was thought to occur only in advanced fibrosis of the 
musculature involving this bundle-tract. However, it is now known 
that heart-block occurs physiologically under several conditions even 
in young children. These facts have been determined more particu- 
larly through the use of the electrocardiogram, but it has been made 
more practical through the ingenious endeavors of Sir James Mac- 
kenzie, of London. He has devised an ink polygraph which permits 
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of simultaneous tracings from two sources, and the curves shown, 
accompanying this paper, have been made with one of his instru- 
ments. 

For the purposes under consideration, these tracings will include 
the radial and a tracing from the neck (a so-called venous or jugular 
tracing), with a third marker striking off intervals of 1/5 of a 
second. Within variations that are the extreme limits, it is known 
that the time required for the impulse to travel from the sino- 
auricular node into the ventricle is 1/5 of one second ; also, that the 
carotid pulse in the neck is 1/ 10 of a second ahead of the radial 
pulse at the wrist. The normal venous tracing from the neck, taken 
above the clavicle and one inch from its sternal junction, shows as 
demonstrated in Figure i. 
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Fig. I. Tracings A, B, C are definite tracings of the jugular; in each the waves a, c 
and V are distinct In C the dicrotic wave of the carotid is also apparent. 

For each heart beat, the tracing shows three projections, or waves. 
One is called the auricular (labelled "a") and is synchronous with 
the beat of the auricle and really a back-wave into the vena cava; 
"c" is the carotid pulsation in the carotid artery, and "v*' is said 
to be the rebound due to the contraction of the ventricle. Every 
normal curve shows these three projections constantly provided the 



Digitized by 



Google 



256 The Archives of Diagnosis 

tracing is taken properly. The method of determining which of 
these curves is which is arrived at by the ingenious method of 
measuring with the caliper, and knowing the sequence of events 
with the normal time consumed in the transmission of the stimuli, as 
stated above. As the tracings are being taken, the machine is stopped 
at intervals and a cross mark made on the paper with both needles. 
This gives frequent points of measurement which are known to be 
simultaneous. With this method available, as well as the greatly 
simplified electrocardiograph, Mackenzie and his school have studied 
their cases painstakingly from the standpoint of the physiological 
action of the heart. Mackenzie has furthermore observed his cases 
over a long period of time and has determined the types of irregu- 
larity which were of relatively trivial importance, also, those which 
resulted fatally. 

According to his arrangement, all irregularities fall into one of 
six groups. Much of his earlier work was done with the simple ink 
polygraph — such as the one I have made several of the tracings 
with, to be shown. Within the last few years the electrocardio- 
graph has been further developed so it, too, has been made quite 
practical for clinical work. However, a fair and accurate con- 
clusion can be drawn from a study of the symptoms and findings 
alone in making these classifications without the use of any method 
df ocular demonstration. These graphic methods impress deeply 
upon the clinician the factors underlying the different irregularities,, 
the result being that after some knowledge of their use he becomes 
more and more capable of making these differentiations without 
their use. 

Group I. In this group fall all those cardiac irregularities in 
which the regular irregular beats all fall into a few equal sizes. This 
is a true sinus irregularity and is not abnormal. It is the usual 
irregularity noted before ten years of age, is purely of vagus origin,, 
and is best illustrated in the young by the effect upon the heart beat 
of respiration — the acceleration of the pulse during deep inspiration,, 
followed by a slowing during expiration. These cases must not be 
treated as abnormalities. The same sort of irregularity occurs, it is 
true, in young adults who are subjects oi rheumatism and in whom 
no other cardiac signs are evident. Whenever found it is due tc^ 
vagus control. 
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Fig. a. Tracing showing the lengthening of the interval during the phase of expiration 
and quickening during inspiration. In this way the jugular tracing shows also the 
respiratory curve. The needle interfered at the height oi inspiration, thereby disordering 
the radial tracing. The figures at the base show the number of divisions of fifths of a 
second. 

Group II. Premature Contractions. In this group we have pre- 
mature beats followed by a long pause and the following beat is 
usually bigger than usual. This was formerly erroneously called 
an extra systole. Not all of these reach the wrist. It is the com- 
monest cause of the so-called intermittent pulse. In auscultation 
one always gets the first and second sounds. This type of irregu- 
larity may take on different forms dependent upon the sequence of 
the lost, or small beats. Thus: Pulsus bigeminus, or pulsus 
trigeminus. The subjective symptoms mentioned by these patients 
may be grouped: (i) fluttering; (2) stopping; (3) a thud; (4) a 
temporary faintness or giddiness during the pause. Taken by itself, 
this symptom has no special significance and may point to an ex- 
cessive use of tobacco, or to a neurasthenia. 






Fig. 3. Tracing A shows a typical premature contraction, but in addition it shows 
clearly the sharp upstroke and rapid descent from the summit — tracing is from a case of 
marked aortic regurgitation. The exact contrast is shown in the radial tracing of B — a 
case of aortic stenosis. Note the rounded and sustained apex. 

It seems that some portion of the auricle is more irritable than the 
normal sino-auricular node. However, this type may occur in seri- 
ous heart disease, so that the presence of this type of irregularity 
does not always mean that the condition is harmless. They are 
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much more common in men than women. The premature contrac- 
tion may involve only the auricle or ventricle alone. However, this 
distinction can only be made by the aid of instrumental tracings. 

Group III. Heart-Block. As shown in the diagram and men- 
tioned in the beginning, the normal ventricular contraction is i/io 
of a second later than the auricular. We show here that the time 
required for the stimulus to go down into the ventricle is delayed. 
We may have all gradations of this delay, even to total blocking, in 
which case the ventricle will beat entirely on its own initiative — 
and its normal rate is known to be about 40 per minute. Clinically, 
in these cases when the pulse intermits, or suddenly stops tempo- 
rarily, we hear no first or second sound of the heart, in contradis- 
tinction to Group n. Contrary to the usual belief held formerly, 
this condition of partial heart-block may occur temporarily in any 
acute febrile disease, including rheumatism, and is typically shown 
after the administration of digitalis in excess. We may here state 
that the action of digitalis (so much discussed) is to decrease the 
conductivity of the bundle connecting the sino-auricular node with 
the ventricle. This has been best shown experimentally by reducing 
the pulse-rate from, say, 140 to 70 by the use of digitalis, then 
paralyzing the vagus nerve by an injection of atropin. The pulse- 
rate will only come up to perhaps 100 or no, showing clearly that 
the action of the digitalis is not central through the vagus nerve 
but through its action on the bundle. This gives us the great reason 
why digitalis is the specific drug in dealing with auricular fibrilla- 
tion, to be discussed presently. For this very reason digitalis should 
never be used in conditions of heart-block since it only tends to 
increase the disturbance. Heart-block has been known to occur at 
any age — has been observed even in a new-bom child, and in indi- 
viduals as old as 90 years. However, it is most prone to occur in 
those hearts damaged by rheumatic fever or chorea, and has been 
noted frequently in syphilis. This is particularly true when the 
condition of heart-block obtains over a period too long to call it 
acute. In one-fourth of all these cases examined after death, in a 
series of 31 reported by Lewis, gummata were found. Of course 
in the elderly, as has been long enough known, sclerosis of this 
bundle is only a part of the general disturbance in the cardio- 
vascular system in a general sclerosis. The prognosis is naturally 
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very good in the acute, and in the aged, due to anatomical defects, 
it gives us a very bad prognosis. 
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Fig. 4. Tracmff A — Young, vigorous boy; 18 yrs. old; acute rheumatic fever: pulse 58. 
Ctoss lines of both jugular and radial (indicated by the x) are simultaneous points. The 
beginning of the 'a curve instead of being the normal 1/5 of a second, prior to this point, 
18 one division and a half, or 3/10 of a second; hence the as — vs interval is lengthened — 
the first degree of heart-block. Tracing B— shows the loss of one entire beat, found in a 
woman of 28; cause undetermined. 

Group IV. Pulsus Altemans. Of all irregularities of the heart 
this gives the worst prognosis. It is shown in the tracings by a 
curve of normal height followed regularly by a small, feeble eleva- 
tion. It points to a severe disturbance of contractility. 




Fig. 5. Tracing from a man 62 yrs. of age. who died one month after this tracing 
was made. Note the alternating high and low radial curves, taken with the patient at rest. 

It is found pre-eminently in elderly subjects of male sex with 
signs of angina pectoris, high pressure, associated renal disease, 
and myocardial fibrosis ; pccasionally seen typically in such subjects 
laboring under the influence of digitalis. It cannot always be 
elicited with the patient resting quietly but may be brought on only 
after exertion. A few hearts with fairly good muscle may show it 
after performing prodigious tasks. When occurring under reason- 
ably normal conditions, it points to a muscle fighting beyond its 
power. 
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Group V, Paroxysmal Tachycardia. This peculiar condition will 
be discussed here merely to mention it. It never occurs before the 
tenth year of life, and is most prevalent between the thirtieth and 
sixtieth year ; usually has no associated valvular lesions and little or 
no evidence of abnormality between the paroxysms, the pulse run- 
ning up suddenly to 170 or 180 and as suddenly dropping to normal. 
Lewis and Price have both been fortunate enough to have secured 
tracings from these cases continuously from the onset of the attack 
and showing the abrupt terminations. We may regard the par- 
oxysms as a series of regular premature beats. According to Lewis, 
the new impulses arise in a single focus and this point usually, or 
always, lies outside of the normal pace-maker. The focus is in the 
auricle, as a rule, and on that account the usual sequence of con- 
tractions between the heart chambers is maintained; rarely the re- 
lationship is reversed. Though Mackenzie states that this condition 
comprises 10 per cent, of all irregularities found in general hospital 
practice, it would seem that this figure was rather high and that it is 
still much more rare. 

Group VI, Before discussing the next type of irregularity, let me 
give Mackenzie's figures concerning the relative frequency of dis- 
orders of the cardiac mechanism as occurred in general hospital 
practice : 

Auricular Fibrillation 41 per cent. 

Premature Contractions 34 per cent. 

Paroxysmal Tachycardia '. 10 per cent. 

Sinus Arrhythmia 5 per cent. 

Heart-Block 5 per cent. 

Alteration 5 per cent. 

Judging all cases of irregularity, however, in which there was an 
obvious cardiac failure, in 60 per cent, the auricles were fibrillating 
— so that auricular fibrillation becomes most important as well as 
most interesting; most satisfactory therapeutically since for this 
condition digitalis is a specific. This is dominated and designated a 
complete irregularity. Intervals between beats are always all un- 
equal and there are many sizes, in contradistinction to Group I. 
Naturally, then, the pulse is usually accelerated. However, the pulse 
beat is absolutely no index as to the number of beats in the auricle 
for reasons readily understood. Here we have, instead of the or- 
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derly beat of the auricle starting in the normal place, an undulating 
movement resulting in rapid and minute twitchings over the entire 
surface. Perhaps each single impulse may be like the normal origi- 
nal, but the general eflfect is one of auricular confusion and the 
effect upon the ventricle is most pronounced. The ventricle, robbed 
of its regular stimulus, beats to a series of haphazard impulses and 
may be doubled, or even trebled. The effect will vary somewhat as 
to whether the conducting bundle is intact, or not. It will tend to 
be more rapid in the former, where rates approaching 200 a minute 
may occur. Severe damage to the bundle may reduce it to 40; 
here, then, we have an association, a partial heart-block. Here we 
have a mass of sthnuli endeavoring to crowd themselves down into 
the ventricle resulting in choas. Remembering that digitalis is the spe- 
cific drug to reduce the conductivity of the bundle, we have the reason 
why it works specifically : by cutting out a large proportion of these 
irregular stimuli and allowing the ventricle to beat more orderly. 
For anatomical reasons easily understood, it is more prone to occur 
in mitral stenosis than in any other of the organic lesions of the 
heart. Among those incompensating from that lesion over 50 per 
cent, of the auricles are fibrillating. Of all cases of cardiac failure 
treated in the general hospital, 65 to 70 per cent, show this disturb- 
ance and it is, therefore, difficult to overestimate its importance. It 
occurs greatly more often with mitral disease than with aortic, which 
is another very strong reason why digitalis acts so poorly in aortic 
disease. To clearly demonstrate auricular fibrillation, the polygraph 
curves greatly aid in that we see the persistent loss of the so-called 
"a" wave. Clinically, however, we should realize the frequency with 
which fibrillation occurs, and this following test may be of assistance. 
The patient in whom the heart is irregular but not greatly acceler- 
ated, moderate exercise augments the ventricle-rate whether fibrilla- 
tion is present or not. But if fibrillation is present, the pulse be- 
comes more irregular with acceleration, while, if the condition is 
due to partial heart-block or premature contraction, the pulse 
steadies. This is frequently seen by requesting the patient to change 
from the recumbent to a sitting posture rapidly. Prognostically, 
fibrillation in itself must be estimated in connection with its asso- 
ciated lesions. It greatly embarrasses a muscle previously over- 
burdened. It has been stated that few patients survive this irregu- 
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Fig. 6. A and B from definite cases of auricular fibrillation. Note the absolute irregu- 
larity of the redial pulse; also the loss of the normal sequence of waves in the jugular, 
and here and there the wavering, jagged line indicating rapid auricular contraction. This 
is shown still better in C. Note further, however, that tne radial here is very regular. 
This is due to the fact that the heart in this case was well controlled by digitalis ouring- 
tbe time the tracing was taken. 

larity longer than ten years. It would seem that this might be an 
arbitrary limit. It is known clearly that once it is established, it 
usually remains permanently. In the treatment of a case, an exact 
determination of the dosage necessary to preserve regularity must be 
made out, and this must be kept up indefinitely. The amount may 
be as small as 4 or 5 minims a day, or even 50 minims a week. 

The treatment of auricular fibrillation, often unrecognized, is re- 
sponsible for the extremely varied opinions and preparations of digi- 
talis. Instead of the great variations occurring in the drug, the 
variations have occurred in the patients ; and so the patient treated 
with brilliant results for fibrillation with a certain high-toned form 
of digitalis, gets a fine result, — the same preparation used in aortic 
regurgitation gives no result. Too many carefully conducted in- 
vestigations have been carried out which all prove conclusively the 
value of any ordinary good tincture or infusion of digitalis that any 
one to-day should presume to use any of the so-called purified or 
puncture proof forms ; they all act alike. In the use of digitalis, a 
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certain dosage each day is necessary — ^usually a drachm of the tinc- 
ture suffices. The amount which different individuals tolerate, of 
course, varies greatly. Symptoms of over-dosage may be grouped : 
(i) nausea, vomiting; (2) headache; (3) diarrhea; (4) unduly 
slow pulse; (5) a coupling of the beats. Stop for a few days, 
with rest. 



OBSERVATIONS UPON SOME LABORATORY FEATURES 
OF PAINFUL OXALURIA 

By B. G. R. WILLIAMS 

and 

E. M. WILLIAMS 

Paris, Illinois 

"The excessive production of the oxalate of lime in the economy 
is a subject, the explanation of which offers one of the most difficult 
problems to the physician," ventured Bouchardat many years ago. 

The production or precipitation of sharp and insoluble crystals of 
calcium oxalate in the upper urinary passages irrespective of the 
existence or non-existence of an actual "oxalic acid diathesis," ha& 
come to offer one of the most perplexing as well as practical prob- 
lems of twentieth century medicine. 

The writer of texts haunts the hospital: he sees the mistakes of 
the practitioner in that hospital, but those of the surgeon when not 
in that hospital, he misses. He writes of the big things ; and of renal 
calculus he also writes. His work finds its way into our hands 
embellished with footnotes upon "nephralgia** and "renal epistaxis" 
or concerning the "detritus** and "inspissated mucus*' found in the 
renal pelvis, or occasional references to "gravel.** But from the 
text, the impression is gained that he sees the many cases and misses 
the few — ^not so: the majority of cases of ureteral and renal distress 
never reach the hospital. 

For detailed accounts of our theory of oxaluria dolorosa, we must 
refer the reader to other communications.^'* Briefly it may be ex- 
pressed as follows: — Hematuria and renal distress (ureteral distress) 
may arise from the persistent passage of certain forms of crystals of 
calcium oxalate, through the upper urinary tracts; and the forma- 
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tion of a calculus is not necessary for the occurrence of such hema- 
turia and symptoms. Furthermore this explains many of the milder 
cases of nephralgia as well as some of those protracted and severe 
ones which at operation, reveal kidneys apparently normal. The 
symptoms are often bilateral in this primary form of renal disease, 
but unilateral pain does not rule out painful oxaluria. The skia- 
graph is negative ; and here the negative evidence is as important as 
the positive, because calcium oxalate would necessarily be included 
in the make-up of any calculus which might be present. (We have 
not concluded that calculus and oxaluria dolorosa might not coexist.) 
The symptoms and signs go hand in hand with the cause. The irri- 
tation is a moving one: hemorrhage and pain increase directly as 
the amount of sediment increases. The crystallization in painful 
oxaluria is specific, being truly acicular or identical with that of the 
raphides of the poisonous arisema, etc. 

In other words, so far as the urinary passages are concerned, 
crystallized calcium oxalate (at least certain types of crystals) may 
be likened to glass — one quite as insoluble as the other. The illus- 
tration applied, we mold some of this glass into a bead and lodge 
it in a renal pelvis. Then we crush some more of the glass and 
permit it to pass through a ureter, week after week, month after 
month: which of these two conditions, if either, will cause no pain? 
Feed a man pulverized glass and he will die: permit him to chew 
the leaves of the Dieffenbachia seguine quickly his tongue is pierced 
by a million oxalate raphides and he suffers untold agony. 

Indeed Swinbum^ has shown that these crystals may cause ure- 
thral irritation. 

These and many other undisputed facts we have emphasized in 
preceding communications, so that this article must be limited as 
closely as possible to a consideration of some strictly laboratory 
aspects of the subject. 

Where the Laboratory Worker is Needed 

It has been suggested that the part taken by the alimentary tract 
in relation to the excretion of oxalic acid in the urine, calls for 
greater elucidation ; and that perhaps the problems of oxaluria need 
to be studied more extensively from the point of view of the gastro- 
intestinal situation than has been the custom hitherto.* We do not 



Digitized by 



Google 



Williams: Laboratory Features of Painful Oxaluria 265 

believe this to be good advice. We venture to say that practitioners 
are not coiicemed with the "oxalic acid diatheses," unless it is prob- 
able that these bear a very close relation to the phenomenon of 
crystalline excretion and to the possibility of irritation resulting 
from such excretion. In fact we have no good reason to believe 
that any such relation exists; for Furbringer has shown that the 
urine may contain a large amount of oxalic acid without a sediment 
of calcium oxalate crystals being formed. We contend that too 
much effort has been expended upon the so-called diatheses and no 
attention given to two questions of far greater importance, viz.: 

I. — ^Where and under what conditions are the crystals produced 
or precipitated? 

2. — Is it true that the microscopic crystals may, per se, explain 
every symptom and sign of painful oxaluria, and this by mechanical 
means alone? 

It is probable that the latter problem must in the end be solved 
by the clinician: but the former demands careful investigation by 
the laboratory worker; for as Adami* has suggested, once formed,, 
it would appear that oxalates are not easily dissolved. 

We offer no absolute information as to the point of precipitation 
of calcium oxalate crystals in the upper urinary tract, though a 
differential study of the epithelial cells would lead us to believe that 
it does not occur in the secreting portion of the kidney. 

How may we increase the solvent power of the urine and avoid 
crystallization even though there is an absolute increase of oxalic 
acid supplied by the baffling metabolism ? Here are five suggestions 
although not one of them may prove of use in the end : 

1. Avoid concentration of the urine. 

2. Avoid changes in reaction. 

3. Insure perfect oxidation of uric acid, carbohydrates and other 
bodies. 

4. Or avoid partial oxidation of the bodies. 

5. Avoid unknown processes akin to fermentation. 

If painful oxaluria has for its basis merely urinary concentration,, 
the treatment suggests itself at once. For if we cannot render a 
urine more dilute by water prescriptions alone, we may also call to 
our aid the true renal diuretics as caffein, theobromin and diuretin. 
As a matter of fact, we have observed at least one case which im- 
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proved under such treatment. Is the urine actually concentrated in 
these cases? It is, but we must refer the reader to a consideration 
of this point somewhat later in our communication. 

We have been taught that oxalic acid (its salts) is held in solution 
by diacid-sodium phosphate. Delepine,* in an analysis of 171 speci- 
mens of urine containing crystals of oxalate of lime, finds the re- 
action neutral, strongly acid, weakly acid, normally acid and even 
alkaline, and concludes that these figures do not lend much support 
to the view that oxalate of lime becomes precipitated when the 
diacid phosphate of sodium has become neutral by the replacement 
of I H by I Na. We have observed that urine specimens from 
cases of oxaluria dolorosa, are almost invariably highly acid (es- 
pecially if the examination be quickly completed), but the ex- 
ceptions reported by Del6pine and several which we have noted, lead 
us to place much less emphasis upon this point than in our prelimi- 
nary reports. 

Does oxalate precipitation depend upon the incomplete oxidation 
of uric acid? We need scarcely repeat the classic experiment of 
Wohler who injected ammonium urate into the veins of dogs and 
found oxalate of lime in the urine. Rees has ventured that calcium 
oxalate does not exist primarily in the urine, but by secondary 
metamorphosis of uric acid. D'Estrees^ shows a close relation be- 
tween these bodies in observations which he reports as follows : "A 
patient presents himself whose urine is of high specific gravity, 
from 1028 to 1032 (Sir Alfred Gamod spoke to me of a case in 
which it had reached 1040), and showing on analysis the presence 
of cystals of oxalate of lime alone. Eight days later the specific 
gravity of the urine is from 1023 to 1026, and uric acid is dis- 
covered in the form of fine crystals along with oxalate of lime. 
Fifteen days later the specific gravity has fallen to 1015, and on 
miscroscopic examination, uric acid is found exclusively.'* 

We have just completed an interesting series of observations in 
our laboratory which we think proves this close relation claimed 
by Rees and clinically observed by D'Estrees. For several years 
we have been struck by the vicarious relation between glucose, uric 
acid and oxalic acid — phenomena which have been reported from 
time to time including a case cited by us in a recent communication.* 
We had noted the presence of uric acid crystals associated with 
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crystals of calcium oxalate in several specimens undergoing so-called 
acid fermentation (which parenthetically is not true fermentation 
but usually a retardation of this process). We set aside some of 
these specimens in sterile jars in a cool place and watched them from 
day to day. Gradually the acid increased, then quickly decreased and 
alkaline fermentation set in. The urines at first contained a few 
uric acid crystals, though oxalates were found with but little diffi- 
culty. As the acidity increased, so did the uric acid barrels and 
whetstones increase in number. Then came a remarkable change. 
Here and there these crystals suffered erosion or lost their sharp 
outlines. The calcium oxalate crystals appeared in larger numbers, 
not only in the solution but actually formed themselves within and 
became suspended in the substance of the larger and yellowish, 
translucent whetstones (nor merely sprinkled upon or adherent to 
the surface but imbedded even as fossils in rock or clay). Gradu- 
ally as alkaline fermentation then proceeded, the oxalates became 
ubiquitous except for an occasional ammonium urate burr. May 
such changes occur in the upper urinary passages: if so, how? We 
do not know but would venture that the problem is much more 
important than many of the laboratory studies now being carried 
out in regard to the part played by ingestion, the stomach, colon, 
liver, etc. 

Quite recently our attention has been called to the use of urotropin 
in certain cases of gravel; and the results have been encouraging, 
is the claim. Further inquiry brings out the fact that this substance 
was administered upon purely empirical grounds. A question pre- 
sents itself to us : may some peculiar process of fermentation bring 
about precipitation of these crystals in the upper passages? We 
do not find microorganisms in the uncomplicated cases ; but this does 
not solve the question, for we as laboratory workers have yet to 
explain the phenomenon of acid fermentation of the voided urine. 
Are these processes akin? 

The Oxalurias Cla'ssified 

Here again it will be necessary to repeat at least in part several 
statements relating to our theory of oxaluria dolorosa and the 
classification of the oxalurias, that the laboratory side of the ques- 
tion may be made clear. A man may enjoy perfect health and at 
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the same time, according to the chemist, he may be affected with 
oxaluria. Upon the other hand, a man may suffer the tortures of 
hell and the microscopist explain that oxaluria must be held to ac- 
count for his symptoms. What is the trouble? 

Musser,® Edsall,® Cabot," Rieder" and others have hinted or even 
ventured to attribute to oxaluria a clinical significance. In former 
communications, we have made bold to define and classify clinical 
oxalurias and to lay special stress upon one of these, painful oxa- 
luria (oxaluria dolorosa). But upon the other hand, the writers of 
surgical texts have approached the subject in a conservative man- 
ner, made a few indirect remarks or slyly omitted it. Maguire^* 
would make himself and his readers believe that he had effected the 
solution of a mulberry stone in the ureter by the use of diacid- 
sodium phosphate (though this oxalate stone could not be found by 
radiography) than that crystals alone could have caused the symp- 
toms. Others doubt if oxaluria demands sober consideration by the 
clinician; but these others do not perhaps practice largely outside 
the hospitals. 

Unfortunately the term oxaluria has been employed very loosely 
in the past both by the chemist and clinician. There exists at least 
two forms of oxaluria which must be defined upon entirely different 
grounds, viz., true oxaluria and cKnical oxaluria. Briefly they may 
be defined and further classified as follows : 

True oxaluria is the result of abnormal ingestion of foodstuffs 
containing oxalic acid, erroneous metabolism or other causes as yet 
but little understood, and may be defined as the absolute increase of 
total urinary oxalic acid. It is diagnosticated not by the presence of 
crystals but rather by gravimetric calculations of the soluble salts. 
The cause of true oxaluria must be found before the glomerulus is 
reached. It may exist without clinical oxaluria, which in turn prob- 
. ably bears but little relation to the former condition. As a subhead 
of this class may be mentioned diabetic vicarious oxaluria. The 
true oxalurias may be dismissed at this point so far as the purpose 
of our study is concerned. 

But entirely different in etiology, diagnosis and treatment are 
the clinical oxalurias where precipitation of the insoluble calcium 
oxalate occurs in the upper urinary passages and may be found in 
the freshly voided urine. Most important of the clinical oxalurias 
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are the painful types which may be acute in many of the temporary 
nephralgias, gravels, etc.; but sometimes become cllronic and per- 
sistent even hemorrhagic; but of this, more later. 

We have spoken of the precipitation of oxalates in the urinal ; and 
this, of course, is neither a true nor a clinical oxaluria. Freshly 
voided samples must be examined. 

General Characteristics of these Urines 

We have called attention to the fact that these urines are almost 
invariably concentrated. They vary in color from a deep brassy to 
a copper color and show a specific gravity perhaps always of 1024, 
but almost routinely much in excess of this figure. The actual 
amount of urine is decreased, and this fact should be held in mind 
in the treatment of clinical oxaluria. In fact it has long been known 
that the crystals of the oxalate of lime abound in urines from 
patients who have suflFered excessive loss of water from the system, 
as in cholera, etc. Wohler, to whose experiments we have referred, 
noted that as the calcium oxalate crystals appeared in the urine of 
the dog upon which he experimented, the specific gravity was in- 
creased ; but this increase was due to addition of solid matter to the 
urine rather than to actual concentration. 

These urines are not usually clear, but instead there is associated 
an increase of the nubecula, or a mucinuria ; though we believe this 
to*be but an evidence of concentration rather than an actual increase. 
In the meshes of this nubecula may often be found the minute 
crystals suspended, very few dropping to the bottom of the urinal. 
Upon the other hand the entire mass may arise to the surface, the 
crystals tending to adhere, according to Bird,** to anything organic 
which may serve as a nucleus. 

Another word in regard to the color. It has been indicated before 
that the color approaches very closely that of copper or the darker 
forms of its chief alloy. This usually depends upon the actual 
amount or concentration of the urochrome, but it must not be lost 
sight of that in protracted cases* hemoglobin may also contribute to 
the color pigment. ^ 

In former communications, we have called attention to the spark- 
ling appearance of these specimens when held in the direct sunlight. 
By sharply twirling the test tube, each tiny crystal reflects the light. 
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flashing minutely as its polished surfaces present themselves, disap- 
pearing quite as quickly until they again catch the rays. 

Concerning the reaction, we have spoken. These urines are usu- 
ally very highly acid, but there are exceptions to this rule. In fact 
the concentration of the specimens might explain the increased 
acidity. We hesitate to place upon the reaction of the urine as 
much stress as we did in our former communications. 

In the milder cases of painful oxaluria, true serum albumin may 
be absent. But when the case becomes protracted, albuminuria is 
almost invariable even though hemorrhage has not yet appeared. 
We do not think, however, that this is final proof that precipitation 
occurs in the secreting portions of the renal tissue. The very char- 
acteristics of these urines almost exclude the application of the clini- 
cal tests for nucleo-proteids. These specimens rarely filter clear. 

Cells and Casts 

When a case of painful oxaluria becomes protracted and per- 
sistent, we may upon examination of centrifugalized samples of the 
urine, find varying numbers of epithelial cells, many of these from 
the upper passages. These may be considered our first evidence of 
actual lesion, so far as microscopy is concerned. In this study it is 
quite imperative that the cells be accurately identified and diflfer- 
entiated, if possible, from those of the bladder. Both objectives are 
necessary ; and we would propose the use of the differential count, 
according to methods which we shall briefly describe, but which we 
suspect are unconsciously applied in a more or less complete form 
by careful microscopists. We have detailed this method elsewhere 
about as follows: First of all, vascular elements as leukocytes and 
erythrocytes are entirely ignored. We must also ignore the large 
and often curled pavement or squamous cell from the urethra or 
vagina, the cylindrical cell from the upper portion of the male 
urethra and the very small cell from the uriniferous tubule approxi- 
mating in size the leukocyte. We have remaining, therefore, for our 
differentiation all tailed cells, all basket cells and all spherical cells 
larger than the pus cell. Size counts for much with the man who 
does considerable microscopy, since the cells of the bladder are, as a 
rule, much larger than those of the ureter and renal pelvis (the two 
latter organs may be considered as one so far as practical purposes 
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are concerned). Leukocytes being granular and usually polymor- 
phonuclear should cause no trouble; but we may experience diffi- 
culty in discriminating between the larger cells from the uriniferous 
tubules and the smaller cells of the renal pelvis as the one grades 
mto the other. It is well to count a stated number of epithelial cells 
and to keep accurate memorandum of these that a differential per- 
centage table may be constructed in much the same manner as the 
differential white blood tables. Irregular and polynucleated cells 
(basket cells), with one rounded surface but with prongs of proto- 
plasm (like unto the arms of a squid) which have extended down 
between those lying beneath and with one or more nuclei, count 
strongly in favor of bladder. Truly spherical cells, especially when 
these are not large and when occurring in groups free from other 
types, suggest renal pelvis. As a rule tailed cells count in favor of 
bladder, especially if they be large or if in groups surmounted by 
basket cells rather than by the smaller spherical cells. Ofttimes 
this count may lend valuable assistance as to the location of the 
lesion. The chief objection is the fact that the histologist has shown 
us that ureter cells gradually become bladder cells; but practically 
we do not believe the objection to hold. At any rate the same cir- 
cumscription may be met with in certain differential leukocyte counts 
where the interrelation between certain types is a very close one ; yet 
the value of these procedures is undoubted. 

Red blood cells appear in the urine as the condition becomes 
chronic, especially if acute exacerbations occur. Hemorrhage varies 
directly in amount with the extent or intensity of the injury. Thus 
we are able to recognize a distinct increase in the number of crystals 
as the number of red cells increases. However, such an increase in 
the number of crystals may precede hemorrhage as well as a certain 
amount of oozing continue after the crystals have almost disap- 
peared. It is probable that the intensity of the symptoms is much 
more closely related to the actual amount of the sediment than is 
the loss of blood. Chemical tests may demonstrate hemoglobin be- 
fore a single erythrocyte is detected by the microscope. The red 
blood cells in painful oxaluria are often well preserved. The hemor- 
rhage proceeds with great rapidity and is doubtless from a large 
surface. In calculus, the blood is very likely to be laky and under 
the microscope many erythrocytes appear as ghosts. 
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Pus occurs late or never in oxaluria dolorosa. The injury is a 
moving one and microorganisms do not obtain a foothold quite so 
easily as in the rough and unwashed caverns of the stationary stone. 
Here pus is the rule and may even precede the formation of the con- 
cretion (instance renal tuberculosis). 

Casts do not appear, so far as we have observed, in cases of 
oxaluria dolorosa. Certainly blood casts would be suspected in case 
the precipitation of the crystals occurred in the secreting tissue ; and 
their absence may be used as an argument that such precipitation 
occurs somewhat lower in the urinary tract. 

Clinical Crystallography 

Before attempting a study of the deposit in painful oxaluria, it is 
well to bear in mind three cautions: 

1. Fresh urine should be examined. Urine sent to laboratories 
should be immediately preserved with thymol or gum camphor (a 
lump of either). Crystals of calcium oxalate occur in urine under- 
going fermentation. 

2. These crystals cannot be studied §ave by the higher power ob- 
jectives. This especially holds in clinical oxaluria where the crystal- 
lization is often very minute and difficult of identification. Crystals 
formed in the urinal are usually larger. 

3. When examining the sediment of one of these cases, it is well 
to search practically every portion for small stones (larger calculi 
which fail to pass, may be easily detected by the X-ray pictures). 

Before attempting a practical study of these sediments, it is im- 
perative that we understand something of the crystallography of 
the oxalates in general, for as we shall show, the form of the 
crystals has much to do with their clinical importance. In rapid pre- 
cipitation, calcium oxalate assumes the form of needles but if the 
process be retarded, we find instead, perfect quadratic octahedra 
with a short principal axis. The latter form is stable but the former 
if permitted gradually changes from the needle to the octahedral 
type, the entire process being expressed thus: 

Parent Substances in Solution-^Needles-^Quadratic Octahedrons 

If we examine very closely the hour-glass, dumb-bell and biscuit 
forms noted in acute diarrhea, etc., we will note peculiar striations, 
showing that these are made up in turn of many delicate needles. 
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But upon standing, the octahedral forms quickly take their place. 
In other words, the needles have been grouped to form the peculiar 
figures and the elements not being stable, in consequence the figures 
disappear. 

Holzner has shown that the behavior of the needle crystals to- 
wards polarized light is different from that of the quadratic octahe- 
drons and has suggested their derivation from the oblique rhomboid 
prism. Moreover it thus appears and has been suggested that the 
actual chemical composition of the two forms of crystal is different, 
though it is scarcely the purpose of this paper to consider the pos- 
sible existence of a series of oxalates of calcium, more than to point 
out the fact that botanists have held that such a series does exist 
and depends upon the amount of water of crystallization, even as 
there are several oxalates of potassium, which problem would be of 
•considerable interest in view of the fact that the urine of oxaluria 
dolorosa is typically a very concentrated urine. 

In passing, we desire once more to call attention to the role of the 
raphides in plant metabolism though we must refer the reader to 
other communications for particulars. Calcium is taken up by the 
plant in the form of calcitun sulphate, a salt which when broken 
up permits the calcium to unite with oxalic acid (the several potas- 
sium salts). If this union occur slowly, there are formed quadratic 
octahedra (envelopes) ; but if, as in the case of the Dieffenbachia 
seguine, the precipitation takes place rapidly, there are formed long 
needles or raphides of insoluble (?) oxalate of lime. No two of 
these crystals appear to be identical in form, but may be likened in 
appearance to the fruit of the catalpa. Perhaps these also are 
•derived from the oblique rhomboid prism : at least they behave dif- 
ferently to polarized light and undoubtedly differ in composition 
from the envelope form. Such acicular crystals occur singly but 
usually in fascicles or spheres and in very large numbers in this 
particular plant, giving to the juice a milky appearance (the fasci- 
cles do not tend to be so closely constructed as in the case of the 
•dimib-bells and hour-glasses of the urine). This plant has been 
termed the dumb cane, because when chewed it causes loss of speech, 
not by paralysis nor by any chemical corrosive action, but by virtue 
of the mechanical injury brought about by the prickling of countless 
thousands of needles of calcium oxalate. The tongue rapidly swells 
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and the pain is agonizing. It is well to keep in mind that the injury 
is not a chemical one and that this is not a poison in solution. Nor 
is this the only example of this peculiar action upon the part of 
the raphides, for elsewhere they have been noted to cause derma- 
titis. The Amorphopallus campanulatus and others have been used 
as external irritants because of their peculiar prickling action. 

What occurs in painful oxaluria? In fermentation, a relatively 
slow process, we note the formation of the more stable type of the 
oxalate of lime crystals. Whether crystals of this type may or may 
not produce irritation in the urinary passages, we are unable to 
say ; nor does it seem strictly necessary to determine this point from 
what shall be emphasized below. In practically all urines which have 
stood for a few hours, envelope crystals may be found. But in 
painful oxaluria, for causes which have not been demonstrated, there 
occurs in the upper urinary tract a rapid precipitation of calcium 
oxalate, and this beyond a doubt under the same laws of chemical 
crystallization which hold elsewhere — laboratory experiment or in 
plants. Therefore we have formed minute needles or raphides^ 
crystals which are essentially acicular and irregular in form, but 
which adhere closely to the form of the oblique rhomboid prism. It 
is to these that we owe the signs and symptoms of oxaluria dolorosa. 
These crystals furthermore, as in the case of those rapidly precipi- 
tated in the test tube or vegetable cell, doubtless show a behavior to- 
polarized light different from that of the stable combination, and are 
thus in fact different from a strictly chemical standpoint though this 
point needs further elucidation. 

What do we find upon attempting to examine such a urine? Rarely 
have we been able to demonstrate the presence of the long raphus^ 
either because it has not been formed, or has been crushed in its- 
descent through the muscular and tortuous tract. Then there is a 
third reason to which we have referred. The acicular crystal once 
formed, slowly gives place to the more stable combination, conse- 
quently to the perfect octahedral prism, and this type may in the 
main be voided. But in other cases large numbers of the smalt 
needles are passed and the occasional envelope serves to identify 
the sediment. Failure to take into account this principle has led ta- 
erroneous conclusions. Thus D*Estrees fancied that the lesion re- 
suited from the envelope form and that the larger crystals of this- 
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type were especially likely to cause injury. The principle may be 
expressed in a manner similar to that above: 

Unknown Congenors-^A cicular Crystallisation-^StableCrystallization 

(Occurs in upper (Eventual form, 

passages and partially or 

causes lesion.) wholly attained 

when urine is 

voided.) 

It is not the purpose of this paper to consider the symptoma- 
tology, for this has been done elsewhere. We are accustomed to 
term the persistent cases associated with loss of blood, oxaluria 
dolorosa hemorrhagica. 

Some Differential Studies 

In another communication, we reported a case thought to be 
oxaluria, but which was not in fact any such condition, and the 
presence of pus raised the question. Minute polyhedral crystals of 
ammonio-magnesium-phosphate may be very close simulators and 
cannot be discriminated alone by the reaction (though this is cer- 
tainly suggestive in most instances) but by microchemical tests. 
Microscopy rarely fails completely: a close study of the sediment 
with the higher powers will eventually identify a telltale typical 
crystal. 

Upon the other hand, triple phosphates may be almost exactly 
counterfeited by the large oblong prism of calcium oxalate bearing 
pyramidal ends ; essentially a stable form, but with a long principal 
axis. 

We see carbonates and oxalates constantly confounded. There is 
but little excuse for this, known the characteristics of the respective 
types and used the higher power objectives. 

Conclusions 

Finally, we can do no more than to propose some possible or 
even likely causes of "gravel" basing such suggestions upon these 
preliminary studies. The man who is affected with gravel is he 
who works hard, sweats much and drinks but little water. It is 
likely that the chief prophylactic measure to be recommended to our 



Digitized by 



Google 



276 The Archives of Diagnosis 

business and professional men is, "Be careful that your urines do 
not become too concentrated!" 

We see oxaluria in our soda topers, in those who nip at the 
fountain. The relation of gravel to the carbonated drinks has long 
been suspected. To these men we would propose, "If you must 
keep your urines saturated with uric acid, see that this does not 
become imperfectly oxidized!" 

But after all, these are only suggestions to which others must be 
added in the years to come. To the future must be left the perfect 
knowledge. 
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A NEV^ FORM OF APPARATUS FOR FREEZING POINT 
DETERMINATIONS 

By EUAS H. BARTLEY 
Professor of Chemistry, Toxicology, and Pediatrics, Long Island College 

Hospital 
Brooklyn- New York 

The determination of the freezing point of solutions has become 
one of the fundamental principles of chemistry. It also has certain 
well-known uses in medical diagnosis as applied to the blood and 
urine. 
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While the importance of its use as applied to the urine has prob- 
ably been exaggerated, it is of certain value when applied to the 
blood. For example, the freezing point of normal blood is very 
constant. This freezing point remains constant in tinilateral 
nephritis, even when the disease of the one kidney is far advanced. 
When, however, both kidneys are diseased so as to interfere with 
their normal function, the freezing point of the blood is lowered, 
i.e. its molecular concentration is increased. It is easily seen, then, 
that this method may be employed to determine the function of the 
opposite kidney when it is proposed to remove one kidney for 
manifest disease. In many cases this can be done by catheteriza- 
tion, where this is possible, or by cysto^copic examination of the 
bladder in connection with the use of phenolsulphonephthalein. 

In certain cases of disease of the bladder it is very difficult to , 
tell whether the kidneys are also involved. Here the freezing point 
of the blood may assist. The freezing point of the serum of milk 
is a ready method of determining the presence of certain adultera- 
tions. It is probable that further uses of the freezing point would 
be found if the process can be simplified and rendered easier of 
application. The apparatus here described is believed to accom- 
plish this. In fact the process becomes rapid, simple and accurate. 

The apparatus consists of a Dewar tube A, 22 cm. high and 6 cm. 
inside diameter, set in a wooden base. This is fitted with a rubber 
stopper having three holes. Into the large hole is fitted a heavy 
glass test tube 20 cm. long and 3 cm. wide passing down to near the 
bottom of the vessel A. Two other holes are for two small brass or 
copper tubes, one (C) terminating just below the rubber stopper 
and the other (B) passing to the bottom of A and coiled around 
two or three times. These coils are perforated with a series of 
small holes. Inside of the test tube passing through the rubber 
stopper is a second test tube of about the same length and 2.5 cm. 
in diameter, held in placie by a section of rubber tubing drawn over 
it and separating the two tubes by a narrow space. In operation, 
this space is filled with alcohol. A delicate thermometer (F) with 
a platinum wire coiled loosely around its lower end completes the 
apparatus. In the apparatus as here figured, and as used by the 
author, the stirrer (E) is operated by a toy motor (D) run by an 
ordinary dry cell. This can be dispensed with, i^ desired, and the 
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stirrer operated by hand, although this mechanical contrivance makes 
the apparatus almost automatic. 

To use the apparatus, fill the tube A about one-third full of ether 
or carbon disulphide. Insert the rubber stopper tightly, connect the 



shorter metal tube with a Richards aspirator pump, attached to the 
water service. The liquid to be frozen is placed in the inner test 
tube. There should be enough liquid to cover the mercury bulb of 
the thermometer, when the latter is lowered to the bottom of the 
tube. The water is then started through the Richards aspirator 
pump, which draws air through the ether in a series of bubbles, 
causing it to evaporate. 
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Owing to the well-known principle of the Dewar tube, applied in 
the popular thermos bottle, almost all the heat used to vaporize the 
ether is derived from the thin layer of alcohol between the two test 
tubes and from the liquid under examination. There is no frosting 
of the outer vessel, the whole system remains clear and transparent 
and the thermometer can easily be read at all times. 

When the temperature reaches zero, the stirrer is started. It will 
be observed that the temperature steadily sinks to — ^2° C. to — 3° C. 
before freezing begins, i.e. two or more degrees below the true 
freezing point of the liquid. Then, suddenly, freezing occurs and 
the temperature reading rises to a fixed point and remains there for 
some minutes. When this point is reached the water is shut off and 
an accurate reading taken. This is the freezing point of the liquid. 
There is no necessity of adding ice to start the freezing, as is usually 
done in other forms of apparatus. The whole process is automatic 
and all the observer need do is to regulate the flow of water run- 
ning through the pump and read the thermometer. It is advisable,- 
when the temperature reaches zero, to draw the air through the 
ether more slowly until freezing takes place, by partly shutting off 
the flow of water. The thermometer should be accurate and should 
easily indicate 1/20 of a degree. For accurate work the Beckmann 
adjustable thermometer should be used. The thermometer is the 
most important and most expensive part of the apparatus. 

The rest of the apparatus is cheap and can be put together from 
glassware kept in stock by any of the larger dealers in chemical 
apparatus. The amount of ether required for a determination is 
not over 25 c.c, and costs but a few cents. 



PROGNOSIS OF ECLAMPSIA 

By ALEXANDER SHULMAN 
Visiting Gynecologist, St. Mark's and Har Moriah Hospitals; Consulting- 
Obstetrician, Port Chester Hospital 
New York 

The essential etiology of eclampsia is not settled beyond all con- 
troversy, and as there is no perfect professional agreement in all 
things concerned in the medical and obstetrical treatment of this not 
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infrequent phenomenon, we would naturally infer that the prognosis 
of eclampsia would carry with it an element of uncertainty. 

Zweifel states that eclampsia is a disease of theories. After di- 
gesting the hundred and one of these theories, we may venture to 
define eclampsia as an acute toxemia, which may occur in the preg- 
nant, parturient or puerperal woman, characterized by tonic and 
clonic convulsions of first, the voluntary, and later, the involuntary 
muscles of the entire organism, with more or less contraction of the 
arterial system, and loss of consciousness, ending in sleep or coma. 

While it is admitted that the source and nature of the poison are 
unknown, the theory that eclampsia is due to some intoxication is 
now universally conceded. If we knew whether or not the toxins 
came from the liver, the fetus, the placenta, the intestine, dis- 
turbed metabolism, perverted glandular activity, bacterial influences, 
or from any other source it would help our treatment greatly, and 
would facilitate a more definite prognosis. As yet, however, we 
are groping in the dark, and our treatment is' empiric, and our prog- 
nosis rather imsatisfactory. 

The prognosis of the eclamptic state varies in different countries, 
different years and, to a certain degree, with different obstetricians. 
It is always serious, eclampsia being one of the most dangerous con- 
ditions the physician has to deal with. Statistics vary from about 
5 per cent, to almost 46 per cent, mortality for .the mother, and 
from 30 to 52 per cent, for the child. When attacked by eclampsia, 
multiparae are no more endangered than primiparae, but since renal 
disease is more common in those who have already borne children, 
the prognosis is usually worse when convulsions do occur. Eclamp- 
sia occurring during the period of gestation has the highest mor- 
tality, during labor the mortality is smaller and in the puerperium 
it is the least. This statement, however, must be modified, as the 
records of 100 cases showed a much greater mortality when the at- 
tacks occurred postpartum. 

If the uterus is relieved of its contents during profound anes- 
thesia the eclampsia ceases in 93 per cent, of the cases. If the at- 
tacks have been less than from 15 to 20, if neither violent nor close 
together,^ if the coma is of short duration, the temperature not high, 
the pulse not frequent, the urinary secretion not greatly lessened, 
only slightly or not at all albuminous, if the arterial tension is low. 
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there are good grounds of expecting a favorable issue. Opposite 
conditions point toward a fatal result. Death may be caused by 
exhaustion, heart failure, embolism, thrombosis of the pulmonary 
artery, fat embolism of the lungs, hemorrhage into the brain, pul- 
monary edema, edema of the larynx and asphyxiation. 

The patient is endangered by the complications arising from the 
operations undertaken to relieve, as rupture of the uterus, post- 
partum hemorrhage from cervix-tear and sepsis. Infection is a 
common cause of death and eclamptics show a decided suscepti- 
bility to it. 

In individual cases, the pulse is the best prognostic index: if it 
remains full and hard, and below 120 there is no immediate danger, 
but if fast, weak, compressible and thready the prognosis is bad. 
A high temperature is not necessarily a bad prognostic sign unless 
it runs above 104 deg. F., and is still ascending. Symptoms of 
edema of the lungs, rattling in the chest, bloody froth from the 
mouth and nose, with cyanosis are usually precursors of death, but 
may respond to treatment. Prolonged and violent or frequently 
repeated attacks with short intervals, or both, give a bad outlook, 
but recovery has occurred after many more than 20 attacks. There 
is a case on record where recovery after 81 attacks even has taken 
place. If the severity of the symptoms gradually abates after de- 
livery, the woman generally gets well. 

Deep cyanosis between attacks, and jactitation, anuria and in- 
tense albuminuria are of bad omen, but hope may be entertained as 
soon as the kidneys show signs of re-established activity. Apoplexy 
in the eclamptic state is almost always fatal, but sometimes part of 
the body will be paralyzed from a focal edema which disappears 
during convalescence. 

After delivery the eclamptic woman is not yet out of danger. 
Asphyxiation-pneumonia may follow, as it is not rare that it re- 
sults from the mucus, blood and food drawn into the lungs by the 
deep, stertorous respiration. The tongue my be so severely bitten 
as to demand intubation to prevent suffocation. Pneumonia may 
result from the bitten, infected tongue. Sepsis is common and runs 
a severe course, since the kidney and liver are incompetent. After 
delivery an intense albuminuria would indicate a permanent damage 
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to the renal parenchyma, and we should be guarded concerning the 
outcome of the case. 

The prognosis for the child of the eclamptic mother is not good, 
as nearly 50 per cent, of the children die, the result of premature 
delivery, asphyxiation by the repeated convulsions of the mother, 
injuries sustained during birth by the forced delivery, or death by 
eclampsia after delivery. 

In conclusion I would state that in my experience it is not so . 

much the frequency of the convulsions as the early occurrence of j 

profound coma which leads us to expect a fatal issue. 1 
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GENERAL METHODS OF EXAMINATION— SYSTEMIC 

AFFECTIONS— DISORDERS OF GENERAL 

METABOLISM 

Hcma-Uro-Chrome— T. G. Davis, Am. Jour. Med. Sci., June, 1913. 

Most bile tests are unsatisfactory. Author employs the follow- 
ing test: To 100 c.c. urine in a flask of about 150 c.c. capacity add 
10 C.C. hydrochloric acid; heat over a slow fire until ebullition be- 
gins. Remove from the fire and when cool add 30 c.c. ether. Agi- 
tate occasionally by turning the flask, avoiding hard shaking, which 
interferes with removal of the ether. After about 12 hours remove 
the ether into a clean white dish; allow it to evaporate spontaneously, 
when the bile acids and coloring matter will be left upon the bottom 
of the dish. The bile acids may be converted into salts by the ad- 
dition of a small amount of a i per cent, solution of sodium acid- 
carbonate (bicarbonate) in water and the several tests applied. — 
With this test author (on the hand of the great intensity of color 
due to bile, indican, hematin and urochrome present) believes to be 
able to detect cancer or sarcoma even when of small size and un- 
suspected and at a period when the condition is still amenable to 
surgical intervention. The paper must be read in the original. 

Western. 

Digestion of Lecithin — R. Ehrmann and H. Kruspe, Berliner klin. 
• Wochenschr., June 16, 1913. 

Lecithin is not split up by the pancreatic juice into its component 
parts, which latter are absorbed ; the larger amount of the lecithin is 
absorbed as such in the gastrointestinal canal without any previous 
cleavage. Mill. 

Rectal Temperature Increase — A. Weinert, Miinchener med. Wochenschr., 
July 15, 1913. 

Many healthy persons may perform hard muscular work without 
an increase in body heat ; in such persons the heat regulatory func- 
tions are not impaired. On the other hand, more frequently than 
generally suspected, pronounced and long-continued innervations of 
the body musculature give rise to an increase in body temperature 
even in healthy individuals. Comparative temperature measurements 
showed, after exercise, that the rectum exhibited the highest tem- 
perature; the temperature in the stomach was less, and it was still 
less in the axilla. The highest temperature is noted in that portion 
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of the body which is most active. In parts of the organism where 
no activity is displayed, an increase in temperature does not neces- 
sarily take place. When walking there is a more pronounced tem- 
perature increase in the lower half of the body and therefore in 
the rectum, while there need not be any temperature increase in the 
axilla. For this reason, the rectal temperature, if slightly above the 
normal and especially when the individual is walking or not en- 
tirely at rest,^must not be adjudged to be the normal temperature. 

Mill. 

Tests for Hepatic Function and Disease under Experimental Conditions — 

G. H. Whipple, V. R. Mason and T. C. Peightal, Johns Hopkins Hos- 
pital Bull, July, 1913. 

A preliminary report dealing with the usefulness of phenoltetra- 
chlorphthalein in determining hepatic function. Authors believe 
that this drug gives promise as a functional liver test. Clinical 
material is being studied by some members of the staff of the Johns 
Hopkins Hospital. The details of drug preparation, injection and 
collection will appear shortly with a report on these clinical studies. 
It may be said that the findings in clinical cases which have been 
supported by autopsy or exploration are in harmony with the ex- 
perimental observations. Western. 

Spasmophilia of Adults— G. Peritz, Zeitschr. f. klin. Med., Vol. LXXVH, 
Nos. 3 and 4. 

Spasmophilia is a constitutional anomaly which is characterized by 
the following symptoms; (i) anodic electric hyperirritability in 
accordance with v. Pirquet; (2) by Chvostek's symptom; (3) by 
a mechanical muscular hyperirritability (idio-muscular pad), dent- 
formation in the ball of the thumb ; (4) hypertonia of the arteries 
(cold, livid hands and feet) mostly together with normal or low 
blood pressure; (5) by Aschner's symptom; (6) by a change in 
the blood-picture (augmentation of monocytes with pathologic cell 
forms, Pappenheim's leukoblasts). There exists a hyperirritability 
of the entire neuromuscular system with the inclusion of the vegeta- 
tive nervous system. Concerning the latter, it may at times be the 
vagus, at other times the sympathicus which is especially affected. 
For this reason there are cases in which sympathicotropic and vago- 
tropic agents act equally well. The spasmophylic constitution fur- 
nishes the base of varying diseases, whose common characteristic 
is the hyperirritability of the entire neuromuscular system. Among 
these diseases are epilepsy, tic, myalgic affections, vasomotor neu- 
roses, especially cases of vagotonia, migraine, asthma bronchiale and 
apprehension neuroses. Western. 
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Etiology of Pernicious Anemia— J. T. Pilcher, Am. Jour. Med. Sci., Aug., 

1913. 

Practically all recorded cases of authenticated pernicious anemia 
present the symptom of achlorhydria. Achlorhydria is merely a 
symptom denoting a marked degree of chronic gastritis. In au- 
thor's 34 cases of pernicious anemia there was present occult blood 
in the stomach extract. In a few of these cases the lack of hydro- 
chloric acid and the presence of occult blood were known to exist 
at least one year before any blood changes were to be noted. In 
others the phenomena of paresthesia were evidenced some time previ- 
ous to blood impairment, and many had suffered for years from 
chronic gastrointestinal complaints. Eighty per cent, of cases of 
pernicious anemia have increased temperature some time during the 
course of the disease. Pure cultures of streptococci have been 
found by competent observers in the blood of patients with pernicious 
anemia who were running a fever. Bacterial hemolysins are known 
to produce anemia resembling the pernicious type, as are other 
toxic substances, among which may be classed the lipoid group. 

Western. 

Nodular Leukemia — G. R. Ward, Brit. Med. Jour., July 19, 1913. 

There are four associated syndromes of leukemia. The first is 
the syndrome in which one finds symmetrical skull tumors, often of 
a green color but not always, resulting in blindness, deafness, etc. 
This syndrome has usually been called chloroma on account of the 
green color of the lesion. There may also be lesions of other bones 
or rather of the periosteum in other situations. The green color 
may be in the marrow of the bones and absent in the nodules. 
Hence the suggested name nodular leukemia in order that the ex- 
istence of tumors might be apparent. The second syndrome is the 
so-called mycosis fungoides. In these cases there are a number of 
nodules just beneath the epidermis or in the deeper subcutaneous 
tissue and they are commonly more or less symmetrical in dis- 
tribution. This syndrome lacks any other name and hence is prop- 
erly included as nodular leukemia if names that subsequent research 
may render valueless are to be avoided. The third syndrome is 
often described under the name Mickulicz's disease. It is char- 
acterized by a swelling of the hchryrml, parotid, and submaxillary 
glands. Swelling is usually chronic and painless and does not tend 
to suppurate. To the glandular swelling may be ascribed the term 
nodular. The fourth syndrome is that of persistent priapism. The 
most common single cause of priapism has been shown by Marllum 
to be leukemia. This priapism is the result of an infiltration anfl 
some of the infiltrated cells may give rise to distinct nodules. 

Sachs. 
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Enlargements of the Spleen— H. French, Guy's Hospital Gazette (London), 

July 19. 1913. 

The main causes and comparative size of spleen enlargement 
are as follows: (i) Spleno-medullary leukemia (largest of all); 
(2) lymphatic leukemia (moderate only as a rule) ; (3) pernicious 
anemia (generally slight but may be considerable) ; (4) spleno- 
megalic polycythemia or Vaquez's disease (moderate or consider- 
able) ; (5) Hodgkin's disease (moderate only as a rule) ; (6) 
splenic anemia (may be considerable) ; (7) cirrhosis of the liver 
(generally slight but may be considerable; (8) infective endo- 
carditis (seldom more than moderate) ; (9) malaria and other 
tropical fevers especially Kala azar (moderate as a rule, may be 
large); (10) pseudo-leukemia infantum, v. Jaksch's disease (may 
be huge). ' Sachs. 

Congenital Hemoljrtic Icterus — O. Roth, Korrespondenzblatt f. Schweizer 
Aerzte, 19 13, Nos. 22 and 23. 

Comprehensive report? of 3 cases of familial icterus and one case 
of ictenis satuminus. Important in the diagnosis is the recognition 
of a reduction in resistance of the erythrocytes. There is always 
a more or less pronounced splenic tumor, but it is dubious whether 
or not the change of the spleen is the primary cause of the entire 
clinical picture. An observation of the author, however, points to 
the spleen as the primary responsible factor. In a patient, probably 
affected with hemolytic icterus, splenectomy was performed on ac- 
count of severe anemia. The anemia disappeared entirely and there 
only remained pathological blood regeneration and other symptoms 
of hemolytic icterus, especially reduction of the osmotic resistance. 

Mill. 

Occurrence of Ankle-Clonus without Gross Disease of the Central Ner- 
vous System— W. Tileston, Am. Jour. Med. Sci., July, 1913. 

Author reaches the following conclusions: Ankle-clonus indis- 
tinguishable from the genuine may be found more or less frequently 
in a variety of conditions, without accompanying organic nervous 
disease. These conditions are (a) acute infectious diseases, es- 
pecially typhoid; (b) chronic infections associated with marked 
toxemia, especially tuberculosis of the lungs in the third stage; 

(c) uremia shortly before and during the acute uremic seizure; 

(d) epilepsy immediately after the convulsion; (e) intoxication 
from certain drugs, e.g., hyoscin, ether, and chloroform; (f) ex- 
fessive fatigue; (g) exceptional cases of certain neuroses, viz., 
Neurasthenia, hysteria, paralysis agitans; (h) psychoses in the stage 

. ^f excitement; (i) chronic articular rheumatism. In the case of 
articular rheumatism a constant spinal irritation from the inflamed 
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joint tissues is the probable cause. Clonus due to toxic states usually 
may be distinguished from that of organic nervous disease by the 
absence of spasticity and of other signs pointing to organic disease, 
and particularly by the absence of the Babinski and Oppenheim toe 
signs. An exception to the above rule is encountered after the use 
of hyoscin in medicinal doses and immediately after the epileptic 
attack, in both of which instances the Babinski and Oppenheim 
signs may be positive. The occurrence of ankle-clonus is of prog- 
nostic value in uremia, preceding at times the acute seizure. Ankle- 
clonus usually disappears a few days before death, otherwise its 
disappearance usually indicates an improvement in the patient's con- 
dition. Western. 

Indicanuria, Further Studies of— G. Baar, Northwest Med., July, 1913. 

Author, who has made comprehensive studies concerning indi- 
canuria and has published a book thereon of nearly 300 pages (Die 
Indicanurie, Berlin and Vienna, 1912), reports some further ob- 
servations on the same subject. He maintains that all anatomic 
lesions of the gastrointestinal tract show indicanuria. He thus 
divides his cases into (i) constant indicanuria in which there are 
constant, progressive lesions; (2) recurrent indicanuria cases, which 
show recurrent lesions; and (3) transitory indicanuria cases; which 
show transitory lesions, such as the transitory indicanuria of measles 
and other exanthematous affections. — One single test for indican has 
no vahie at all, and it is only the repeated examination of the urine 
for indican which will throw additional light on those obscure lesions 
of the gastrointestinal tract that for years may not show any definite 
symptoms. Western. 

Concentration-Ability of the Kidney in Diabetes Insipidus— Forschbach, 
Zeitschr. f. klin. Med., Vol. LXXVII, Nos. 3 and 4. 

The increase of NaCl-concentration in diabetes insipidus is not 
necessarily accompanied by a decrease in concentration of phosphates 
and nitrogenous substances. Author demonstrated that the kidney 
in diabetes insipidus has the ability to increase the concentration- 
degree of these three urinary constituents, provided there is suffi- 
cient material circulating in the organism to cause such an increase. 
In one experiment in which much additional NaCl had been ad- 
ministered, the NaCl-concentration was increased more than 200 
per cent, and the freezing-point depression amounted to — 0.71. The 
kidney in diabetes insipidus is hence well qualified for concentration- 
activity. According to these experiments, diabetes insipidus is an 
affection in which the kidney is pathologically irritated and secretes 
abnormally large amounts of water. Westekn. 
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Orthotic Albuminuria and Tuberculosis— P. Reyher, Monatsschr. £• 
Kinderheilkunde, Vol. XII, No. 2, 1913. 

Author has examined his last 20 cases of orthotic albuminuria for 
the presence of synchronous tuberculosis of the bronchial glands. 
He depended in his examinations especially upon a combination of 
the X-rays, vaccination according to v. Pirquet and temperature 
determination. In all these 20 cases there were indications of the 
existence of tuberculosis of the bronchial glands. Mill. 



Cardiac Sign in Cancer—W. Gordon, Brit. Med. Jour., May 31, 1913. 

This sign was first described by author 9 years ago. It consists 
in a great diminution of the cardiac dulness in the recumbent posture 
as determined by digital percussion. In a patient with cancer, the 
cardiac dulness in the rectmibency begins above about the 4th or 
5th costal cartilage, has its right margin one-half or one inch to 
the left of the mid-sternal line, and measures across less than 2 
inches at the level of the 5th costal cartilage. In many cases it 
measures less than one inch across. In many cases there is no 
cardiac dulness at all. In 1908 author studied a series of 103 cases, 
in all of which there was suspicion of cancer. In 38 of these cases,, 
in which a presumable cancer was accessible to direct examination,, 
or was examined at operation, or postmortem, 89 per cent, showed 
the cardiac sign. In 46 cases which were not supposed to be can- 
cerous, it was present only in 24 per cent, of cases. In another 
recent series of 107 cases, it was demonstrated that, whereas in 
cancerous cases the sign is present in a very large majority, in non- 
cancerous cases it is even rarer than the first series suggest. 

Sachs. 



Necessity for Accurate Pre-Opcrative Diagnosis— H. E. Hayd, BufiFalo- 
Med. Jour., July, 1913. 

Laboratory methods are of great value in the making of a diag- 
nosis, but often their importance is exaggerated, and, in authors 
judgment, should only be relied upon when the other clinical symp- 
toms accord with the findings. Author is satisfied that many cases- 
of gastric and duodenal ulcer have gone into an unoperable stage 
by delay, in trusting too much to simple chemistry, and that cancer 
so frequently engrafted upon old ulcer areas, has progressed beyond 
curative operative limits by diet, tentative and medical treatment,, 
and often under the conservative counsels of the distinguished 
gastrologists. Western. 
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INFECTIOUS DISEASES 

Tubercle Bacilli in the Blood of Tuberculosis— A.-D. Rist and L£:vy-Bruhl, 
Bull, de la Societe d'Etudes Scient. sur la Tubercul., Vol. Ill, Nos. 2, 1913. 

Examinations of the blood of 50 cases of clinically positive tuber- 
culosis for tubercle bacilli. In but 3 cases the tubercle bacilli could 
be microscopically demonstrated, and in but 2 of these the guinea- 
pigs showed tuberculous changes. Authors opine that when 
tubercle bacilli are present in the blood of grave tuberculosis, 
especially when there are cavities, caseous pneumonia, etc., the 
phenomenon is to be looked upon as a sudden transitory one, and 
that it cannot be considered to be a septic process. More frequent 
findings of tubercle bacilli in the blood must be ascribed to faulty 
technic. Zimmer. 

Tubercle Bacilli in the Circulating Blood in Surgical Tuberculosis — 

Brandes and C. Mau, Deutsche med. Wochenschr., June 12, 1913. 

In 45 per cent, of the cases of surgical tuberculosis examined by 
authors, there were tubercle bacilli in the circulating blood. A 
negative animal experiment does not evince that tubercle bacilli do . 
not circulate in the blood. The existence of tubercle bacilli in the 
blood is not a permanent phenomenon; the great majority of the 
bacilli perish in the blood. As far as diagnosis and prognosis are 
concerned, the presence of bacilli in the blood is of little import. 

Mill. 

Lipoid Content of Blood in Tuberculosis — M. v. Eisler and M. Laub, 
Wiener klin. Wochenschr., June 12, 1913. 

Comparison of the blood of 47 patients with manifest tuberculosis 
and that of 46 patients with other diseases, evinced that in tuber- 
culosis there is a lower lipoid content. The diminution of the blood 
cholesterin concerns only the esters and not the free cholesterin. 

Mill. 

Diagnostic Tuberculin — N. D. Bardswell, Lancet, June 7, 19 13. 

Author has been able to form a positive opinion in 48 per cent, of 
doubtful cases by the use of tuberculin. In the other 52 per cent, of 
cases the information obtained was of a negative character and he 
had no available clinical data. Sachs. 

Blood Pressure in Pulmonary Tuberculosis— R. Feustell, Zeitschr. f. 

Tuberkulose, Vol. XX, No. 2, 1913. 

The blood pressure in pulmonary tuberculosis fluctuates; ^^ 
mildly as well as in severely affected patients the blood press^^^^ ^^^ 
increase or decrease in the course of the day. Age has xvo it\ft^^^^^ 
upon the blood pressure or its fluctuations. "F^"^- 
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Comparative Rontgenologic and Physical Examinations in Pulmonary 
Tuberculosis— G. Schellenberg, Zeitschr. f. Tuberkulose, Vol. XX, No. 2, 
1913. 

The X-ray examination furnishes a rigid control of the senses of 
hearing and touch by the sense of sight, and deserves an important 
place among the means employed in the diagnosis of pulmonary 
tuberculosis. Fry. 

Rontgenology in the Diagnosis of Pulmonary Tuberculosis — G. F. 

Thomas, Cleveland Med. Jour., June, 1913. 

A thorough X-ray examination is of value in cases of tuberculosis 
even when the other findings are positive, because it will give more 
accurate knowledge of the extent of the involvement ; it will aid in 
forming a more accurate prognosis ; and it will help in the choice of 
the proper treatment. In cases presenting a suggestive clinical his- 
tory but with inconclusive or negative physical findings, the X-ray 
is of the greatest value because it may definitely prove the presence 
or absence of tuberculous involvement. Certainly, in such cases, no 
negative diagnosis is justifiable without investigation by this 
method. Western. 

Stereo-Rontgenography in Pulmonary Tuberculosis — W. W. Boardman, 
Calif. State Jour. Med., July, 1913. 

From a clinical and anatomical study of this question, author 
concludes, (i) that the small pendulous heart, calcified cartilages, 
narrow interspaces, and excessive sloping of the ribs, are not only 
valueless, but are absolutely misleading, if considered as positive 
signs in the radiographic diagnosis of pulmonary tuberculosis. 
(2) That the hilus shadows and the fine markings in the lung fields 
are composite shadows cast by the bronchi, by the blood vessels 
with their contained blood, and by the fibrous and lymphatic tissues 
accompanying these structures. (3) That pulmonary tuberculosis 
produces alterations in these shadows as seen in stereo-rontgeno- 
graphs which are believed to be characteristic of the disease. (4) 
That there can be no doubt of the great value of stereo-rontgeno- 
graphy as an aid in the diagnosis of pulmonary tuberculosis and 
other pulmonary affections when considered in connection with the 
history and physical examination. Western. 

Gingival Tuberculosis — F. H. v. Tappeiner, Deutsche Zeitschr. f. Chirurgie, 
Vol. CXXII, Nos. 3 and 4» 1913. 

A case of gingival tuberculosis in a boy 16 years old. The af- 
fection presented a granular fonn. Mill. 
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Papulo-Necrotic Tuberculids in Infants^B. W. Wronker, Am* Jour. Dis. 
Child., June, 1913. 

Author first diagnosed 9 cases of infantile tuberculosis by find- 
ing papulo-necrotic tuberculids. These skin lesions are absolutely 
characteristic, and when once seen are not easily confused with other 
conditions. Sachs. 

The Intracutaneous Reaction in Syphilis and Frambesia — G. Baermann 
and H. Heinemann, Munchener med. Wochenschr., July 15, 1913. 

Intracutaneous injection of luetin or frambetin causes a positive 
local reaction in a long series of cases of manifest or latent syphilis 
or frambesia. The percentage of positive reactions increases with 
the duration of the disease and the limitation of the foci of disease, 
and also with the intensity of the antiluetic treatment. For the 
time being, the reaction appears to be specific for syphilis and 
frambesia and may be obtained in either instance by the spirochetae 
emulsion of one or the other infection. The luetin reaction exhibits 
many analogies with the tuberculin reaction. — The article does not 
lend itself to a brief abstract and should be read in the original. 

Mill. 

Pneumococci in the Blood of Pneumonia Patients — L. Cotoni, Annales de 
rinstitut-Pasteur, Vol. XXVII, No. 4, 1913. 

Repeated bacteriologic examinations of the blood of 35 patients 
affected with typic croupous pneumonia. In but 9 cases could pneu- 
mococci be demonstrated culturally. In 3 cases, that terminated 
lethally, bacteria could not be identified in the blood. Authors con- 
tradict the conception according to which pneumonia is a general 
septicemia with pulmonary localization. The conception of septi- 
cemia must not be solely based upon the presence of bacteria in the 
blood, but such a conception necessitates an increase of the germs in 
the organism distant from the original nidus of infection. The 
old clinical conception of pneumonia, which regarded the affection 
to be a local one, is therefore justified. Zimmer. 

Cerebral Complications in Pneumonia — F. Withington, Boston Med. and 
Surg. Jour., June 26, 1913. 

In a few cases cerebral symptoms may complicate pneumonia. 
It is of extreme importance as to prognosis whether or not these 
cerebral symptoms are the result of organic disease, as meningitis, 
or of toxic origin. The difficulty in diagnosis is sometimes insuper- 
able. It is not always possible to exclude meningitis by means of 
lumbar puncture. Fundus examination may be useful. On exami- 
nation, cases of encephalitis cannot always be distinguished from 
the functional cases. Sachs. 
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An Improved Culture-Method for Diphtheria BacilH— v. Drigalski and 
BiERAST, Deutsche med. Wochenschr., June 26, 1913. 

Addition of 3.25 per cent, sterilized ox-gall to LoefBer's glucose- 
bouillon-serum is apparently an improvement in the culture-methods 
of the diphtheria bacillus. Mill. 

Scarlet Fever— C. S. Leede, Northwest Med., July, 1913. 

A noteworthy article which must be read in the original. Author 
states that not one symptom is typical and pathognomonic of 
scarlatina; even the concurring of several of the usual scarlatina 
symptoms does not necessarily stamp the case as one of scarlatina. 
The same rash can also be met with in cases of septicemia, rotheln 
or the fourth disease, lues, erythema scarlatiniforme recidivans 
desquamativa ; in antipyrin and many other toxic exanthemata, also 
in serum-exanthema. The peeline of the skin also occurs in other 
diseases, especially in dermatitis forms, often even from long con- 
finement in bed. Other cases of genuine scarlatina are so mild or 
show such an atypical rash that they are pronounced sore throat, 
cold, etc., and these are the dangerous cases for the surrounding^. 

Western. 



Differential Diagnosis of Small-Pox — C. Baumler, Munchener med. 
Wochenschr., June 24, 1913. 

An important contribution to the differential diagnosis of small- 
pox which does not lend itself to a brief abstract. Those interested 
in the subject are advised to study the article in the original. 

Mill. 



Chronic Amebic Dysentery — A. Chauffard, Presse medicale, Vol. XXI, 
No. 39, 1913- 

Dysentery is caused either by a specific bacillus or by ameba 
(entamoeba histolytica Schaudinn). Characteristic of the ameba is 
its histolytic and hematophagous quality. While in bacillary dysen- 
tery serum therapy renders excellent service, emetin is a specific 
remedy for amebic dysentery. Inasmuch as emetin causes improve- 
ment of amebic dysentery within 3 days, its administration is of 
import in the differential diagnosis between the two etiologic forms 
of the affection. Emetin is administered in subcutaneous doses of 
from 0.04 to 0.32 centigram. Diarrhea may already cease on the 
4th day. The administration of emetin prevents the formation of 
liver abscesses. Zimmer. 
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RESPIRATORY AND CIRCULATORY ORGANS 

Paroxysmal Edema of the Lungs — C. E. S. Flemming, Bristol Medico- 
Chirurgical Jour., June, 1913. 

Author has recognized 4 cases of paroxysmal edema of the lungs 
in his practice. The attacks commence with some irritation in the 
throat, tickling, and a feeling of dryness with slight cough. The 
patient has a vague fear of serious happening. In later attacks this 
almost amounts to terror. He dare not lie down, breathing at once 
becomes rapid, the face is pale, the skin cold and moist, the cough 
grows more distressing, and the chest is rapidly filled with noisy 
rales. The condition continues for i^^ hours or so, and then grad- 
ually clears up in a day or two, but it returns in a week or so, or 
perhaps not for months. In one of the author's cases, the attack 
was fatal, and in another, attacks occurred at irregular intervals for 
more than 2 years, patient eventually died of heart-failure following 
shingles. The onset was nearly always at night, within two or three 
hours of bed-time. The author could never satisfy himself as to 
an exciting cause. Sachs. 

Circulation-Diagnostics by Means of the Energometer— F. Hapke, 
Munchener med. Wochenschr., July 8, 1913. 

Energometry is the method of graphic representation of dynamic 
pulse conditions by means of the energometer. It is a distinct ad- 
dition to our clinical means in the recognition of a variety of con- 
ditions connected with the circulation. Energometry has already 
furnished data which could not be obtained by the older methods. 

Mill. 

High Arterial Tension— S. West, St. Bartholomew's Hospital Jour. (Lon- 
don), July 7, 1913. 

High blood pressure is often best left untreated. A patient would 
be better off without granular kidney, but having that disease he 
should have a high arterial tension. If the tension be low, he is 
not so well and will not be better until the tension rises again. When 
arterial pressure is measured, it is usually the systolic pressure 
which is determined. What is far more important to know is the 
diastolic pressure — namely the more or less constant pressure main- 
tained in the artery between beats — and this must necessarily de- 
pend greatly on the condition of the arterial wall. In estimating 
these different conditions in the arteries and pulse, there is no 
apparatus yet invented which is in any way equal to the educated 
finger. High arterial tension may occur where there is no obvious 
cause. This condition is not infrequent, and i^ xnet with for the 
most part in men who work at high pressure. It is ptobably because 
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their blood pressure is high that they are capable of doing so much 
work. Sachs. 

Certain Pericardiac Adventitious Sounds— C. Coombs, Ginical Journal 
(London), May 28, 1913. 

Two types of adventitious sounds heard in the neighborhood of 
the heart, particularly if it be the seat of rheumatic or post-rheumatic 
disease, are described in this article. In the first class fine respiratory 
crepitations are found, usually at the pulmonic area of the heart, but 
sometimes at other points along the cardio-pulmonary margin. These 
arise within flattened hyperemic alveoli. Their presence may give 
rise to an erroneous diagnosis of pulmonary tuberculosis. In the 
second class, a single click may be heard accompanying one or other 
of the cardiac sounds at any point in the precordium. This sound 
is also alveolar in origin. Sachs. 

Myocardial Hydrothorax— J. M. Anders, Am. Jour. Med. Sci., July, 1913. 

Cases of myocardial hydrothorax are often characterized by ex- 
treme latency, especially in their earlier course, the only subjective 
symptoms complained of being dyspnea on unwonted effort, and a 
dry, unproductive cough, which is not of an annoying nature. The 
principal error in diagnosis is in the assumption that hydrothorax 
is not to be expected in cases of cardiac disease in which the signs 
of chronic valvulitis and extermal edema are absent. Obviously, 
not all cases of arteriosclerosis, with hypertension in which dyspnea 
whether on exertion or otherwise is present, are due to hydrothorax, 
since this is a striking feature of chronic myocarditis, as a rule, but 
if on close examination hydrothorax is found to be absent in this 
condition (chronic myocarditis) it should be remembered that it 
indicates marked danger of cardiac insufficiency. Of the 16 in- 
stances of myocardial hydrothorax that have fallen under author's 
observation not less than 5 had been unrecognized, the severe 
dyspnea having been attributed mainly, at least, to so-called cardiac 
or cardiorenal asthma and pulmonary congestion. The s)nnptoms 
and physical signs, however, give a characteristic picture, although 
it is sometimes difficult to differentiate the cause, chronic myocarditis, 
from other underlying disease states in which hydrothorax super- 
venes. It is not uncommon to meet with cases of myocardial in- 
sufficiency that simulate closely those of valvular disease, particularly 
mitral incompetency, with which may be associated evidence of a 
mild grade of stenosis. There is, though, not obtainable a clear 
history of acute articular rheumatism in chronic myocarditis, but 
commonly of one of the exciting factors that may precipitate second- 
ary dilatation of the heart, such as physical or mental overstrain, an 
intercurrent febrile affection and the like. — While death is inevitable 
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in by far the majority of cases, soon or late, even after marked 
improvement or apparent comfort has been brought about as the 
result of treatment, hydrothorax may develop, as author's clinical 
records show at a comparatively early stage of arterial or myo- 
cardial disease without recurrence of the condition. Thus one of 
his cases has shown persistent good health for 15 years following 
repeated aspirations, and the use of cardiac tonics and stimulants as 
well as other measures ; another for a period of 20 months, and still 
others for shorter intervals of time. Western. 

Isolated Sclerotic Involvement of the Mitral Valve — R. N. Willson, Am. 
Jour. Med. Sci., July, 1913. 

Author opines that there is a possibility of an ante-mortem diag- 
nosis of isolated sclerotic involvement of the mitral valve. He be- 
lieves that all patients, irrespective of age, with sclerosis of the 
mitral valve, whether associated with other valvular involvements 
or isolated, wnl be found also to present sclerotic arteries. Early 
arteriofibrosis, together with a premature overaccentuation of the 
second aortic sound and a tendency to hypertrophy of the left ven- 
tricle, will in the presence of the signs of developing mitral disease 
afford reason to anticipate fibrosis rather than a deposit of l)rmph 
and bacteria as the condition of affairs likely to be revealed at the 
autopsy. A definite history of syphilis or tuberculosis in the pa- 
tient or in his parents will go far toward rendering presumptive evi- 
dence certain. Western. . 

Determination of Diastolic Pressure in Aortic Regurgitation — A. £. 

Taussig and J. E. Cook, Arch. Int. Med., May, 191 3. 

With the auscultatory method the beginning of the fourth phase, 
i.e. the dulling of the arterial sound, marks the diastolic pressure. 
The persistent arterial sound is not pathognomonic of aortic re- 
gurgitation, being often absent in this condition. In cases with very 
Stokes breathing, the auscultatory method is especially valuable, 
low pulse pressure, in those with marked dyspnea, and in Cheync- 
being often distinctly superior to the graphic method. Sachs. 

Syphilitic Aortis — M. C. Winternitz, Johns Hopkins Hospital Bull., July, 

1913. 

There is no evidence in favor of the view that the medial fibrosis 
occurring in aortitis is the source of aneurysms occurring in this 
condition. Aneurysms of the aorta may, however, form in the 
active stage of syphilis. The adventitia shows the specific granu- 
lomatous process most characteristically. An extension of the in- 
flammation from the adventitia to the media no doubt plays an 
important role in the destruction of the itiedial fibers. In addition 
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the rupture of the elastic lamellae may depend in part upon the di- 
minished support offered by the non-diseased adventitia. 

Western. 



ALIMENTARY TRACT 

delation of Gastric and Duodenal Ulcer to Vascular Lesions — W. Ophuls, 
Arch. Int. Med., May, 1913. 

The arteriosclerotic ulcer was the common type of gastric or duo- 
<lenal ulcer found in the necropsy material of author in persons over 
30 years of age. There is in the young a second class of gastric or 
•duodenal ulcer, which is probably due to a local endarteritis. 

Sachs. 

l^'ibromatosis of Stomach and its Relationship to Ulcer and Cancer — 
A. Thomson and J. M. Graham, Edinburgh Med. Jour., July, 1913. 

Fibromatosis of the stomach is a lesion which is most often mis- 
taken for cancer. Fibromatosis in some cases is innocent, while in 
other cases it is associated with cancer. Sachs. 

Radiology and Duodenal Diseases— C. Muller, Mitteilungen a. d. Grenz- 
:gebieten d. Medizin u. Chirurgie, Vol. XXVI, No. i. 

Report of 31 cases of duodenal disease, 22 of which were ulcer 
and 9 adhesive inflammatory processes of the organ, which came to 
operation. In duodenal ulcer the peristalsis is generally very active 
and pronounced. Position and shape of the stomach were normal 
in a proportion of the cases, in other cases there existed a hyper- 
tonic condition, in others again there was more or less ptosis. The 
form of the stomach does not influence its emptying qualities. De- 
ficient motility may be due to later ensuing obstruction of the 
pylorus, to organic stenosis or stronger adhesions of the duodenum, 
or to gastric hypersecretion. Decided dextro-position of the pylorus 
was met with a few times ; it was most marked in pyloroptosis and 
periduodenitis. Pyloric insufficiency was frequently encountered in 
ulcer in the first portion of the duodenum. Mill. 

Early Diagnosis of Carcinoma of the Alimentary Tract— E. Schutz, 
Wiener klin. Wochenschr., June 26, 1913. 

Vomiting occurring frequently and soon after eating should draw 
attention to the esophagus or the cardiac portion of the stomach 
as the seat of a possible carcinoma. In such cases the sound should 
be much more frequently employed as it is in order that an early 
diagnosis be made. It is important to know that in stenoses of the 
cardia the sound may pass more than from 40 to 45 cm. before the 
obstruction is encountered. As regards gastric carcinoma palpation. 
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the X-rays and examination of the stomach contents will usually 
make the diagnosis. Author found achylia among 830 persons, who 
were not affected with carcinomatous gastric disease, in but 3 per 
cent. ; absence of free HCl in 1000 of such cases in 7 per cent., in 
150 cases of carcinoma, on the other hand, in more than 70 per 
cent. Callous ulcers are frequently preliminary processes terminat- 
ing in carcinomatous degeneration. In intestinal carcinoma, especi- 
ally when diarrhea persists, endoscopy is imperative. Mill. 

Chronic Appendicitis in its Relation to Gastric Hyperacidity— H. Illoway^ 
N. Y. Med. Jour., July 26 and Aug. 2, 1913. 

Chronic appendicitis is in many instances the etiological factor in 
the production of gastric hyperacidity. Appendicitis may set in in 
the course of a hyperacidity of the gastric juice from other causes ;. 
for the highly acid contents of the stomach may pass down the 
intestine and so get into the appendix, and there setting up spas- 
motic contractions, or since in many cases of hyperacidity a subacute 
inflammation in the gastric mucous membrane has developed, the 
irritation therefrom could be communicated to the appendicular 
mucous membrane. Appendicitis and gastric hyperacidity may be 
coincident. The appendicitis does not give rise to a special form of 
dyspepsia. Moreover, the removal of the appendix does not of itself 
cure the hyperacidity or the dyspepsia. Sachs. 

Differential Diagnosis of Appendicitis and Nephrolithiasis— M. Krotoszy- 
NER, Calif. State Jour. Med., July, 1913. 

Report of an interesting case, illustrating that concretions in the 
appendix may have the same location, shape and size on the X-ray 
plate as ureteral calculi, and vice versa, and that the correct positive 
diagnosis in author's case was not feasible prior to the operative 
autopsy in vivo. Western. 

The Black (Tigmented^ Appendix— W. H. Battle, Lancet, July 19, 1913. 

Author reports 4 cases in which the appendix on removal was of 
a brownish-black color. The pigrnentation was produced by a depo- 
sition of iron. Pigmentation visible to the naked eye is found in 
varying degrees in the ileum and cecum. The appendical pigmenta- 
tion has no clinical significance. This condition is due to the excess 
of iron in the flour put out from the roller mills. Sachs. 

Acute Angulation of Terminal Ileum— D. Cheever, Boston Med. and Surg. 

Jour., May 15, 1913. 

In acute pelvic appendicitis, where the inflamed or gangrenous 
appendix has been torn from its bed on the lateral pelvic wall, from 
brim to floor, author says that the occurrence of the earliest symptom 
of acute intestinal stasis, especially if appearing after an interval 
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of a few days of normal convalescence, should lead to the assump- 
tion that there exists an acute angulation of the terminal ileum at 
the pelvic floor. Sachs. 

Incompetency of the Ileo-Cecal Valve— J. H. Kellogg, Med. Rec, June 21, 

1913. 

Author and his colleagues analyzed 60 cases of incompetency of 
the ileo-cecal valve. In 57 of them, one or several of the following 
conditions appeared: Gastric ulcer or stasis; duodenal ulcer or 
stasis ; cecal stasis or dilatation ; ileal stasis and Lane's kink. It is 
evident that Lane's kink is not the determining cause of the various 
morbid conditions present. It must be conceded that incompetency 
of the ileo-cecal valve is a condition which must greatly intensify the 
evil effects of colonic stasis or whatever other conditions may be 
the determining cause of such incompetency, and of intestinal in- 
toxication. Sachs. 

Radioscopic Examination of the Liver— Jaugeas, Arch, of the Roentgen 
Ray, July, 1913. 

The screen examination of the liver affords valuable information 
on the changes of the liver in position, volume and form, and may 
sometimes enable us to determine the nature of the lesions which 
underlie these modifications. While no radioscopy suffices for an 
examination of the general aspect of the organ, one must have 
resource to radiography to determine the presence of biliary calculi, 
either in the gall-bladder, or the gall-ducts. The complete explora- 
tion of the pathological liver necessitates the employment of both 
methods, radioscopy and radiography. Radiodiagnosis of biliary 
lithiasis is surrounded with many difficulties and requires a most 
rigorous technic. It should, however, by no means be neglected 
since it may enable us to complete an otherwise doubtful diagnosis. 

Sachs. 

The Liver in Tuberculosis and Cirrhosis— F. H. Lorentz, Zeitschr. f. 
Tuberkulose, Vol. XX, No. 3, 1913. 

Hepatic cirrhosis ensues so rarely in tuberculosis that a causative 
connection may be excluded. On the other hand, 34.8 per cent, of 
marantic pulmonary patients have fatty livers. In the great ma- 
jority of the livers there is congestion. All livers show an inflam- 
matory infiltration of the interlobular tissue, and also numerous 
small and the smallest tuberculous granulation nodules. No matter 
how limited a florid tuberculosis, great numbers of tubercle bacilli 
are carried to the liver. The tubercles, though forming initial foci, 
disappear from the healthy liver. Thus the liver exerts the function 
of a destroyer of tubercle bacilli circulating in the organism. Fry. 
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Chronic Pancreatitis— A. Schmidt, Mitteilungen a. d. Grenzgebieten d. 
Medizin u. Chirurgie, Vol. XXVI, No. i. 

Chronic pancreatitis is not a very rare affection. It presents a 
syndrome that can be well recognized. Anamnesis, palpation and 
urinary examination are not as essential as the fecal examination 
after a test diet. The feces show a thin coat of clotted fat, but do 
not appear clay-colored like the acholic stools, as they contain 
biliary coloring matter. Microscopically numerous well pre- 
served muscle fibers, frequently also remnants of starch granules, 
may be recognized. The loss of body-weight fluctuates in different 
patients between wide limits ; this is also the case with the subjective 
condition and the occurrence of intercurrent catarrhal processes. 
The pancreatic gland is more frequently atrophied than enlarged. 
The chronic inflammation may depend upon a primary cirrhosis. 
Pancreatic disease has its bearing upon the condition of the stomach 
and liver. The operation is not as essential as in acute pancreatitis. 

Mill. 

Medical Aspect of Abdominal Ptosis — N. W. Jones, Interstate Med. Jour., 
July, 1913. 

Anent the prognosis of abdominal ptosis author insists that the 
success of treatment depends primarily upon the relief of the chronic 
intestinal stasis. Herein lies the importance of differentiating be* 
tween those cases which can be successfully treated medically, those 
which possess local forms of ptosis with irrelievable intestinal stasis 
and are distinctly surgical in character, and those cases of the latter 
group which present distinct complications of a medical character 
(such as secretional disturbances of the stomach, severe spastic con- 
stipation, etc.) and must be just as carefully handled medically after 
surgery has been resorted to as those which make up the first group. 
Besides the procuring of relief of the stasis, it is the general aim 
in the treatment to restore the prolapsed viscera to as near their 
normal position as possible. In those cases in which various fixa- 
tion operations have been employed, this restoration of the normal 
position has been accomplished very accurately in a large measure. 
A complete restoration, however, is not necessary in order to obtain 
good functional results. Western. 

NERVOUS SYSTEM 

Clinical and Diagnostic Characteristics of Idiopathic and Sjrmptomatic 
Facial Neuralgia — M. Lapinsky, Archiv. f. Psychiatric u. Nervenkrank- 
heiten, Vol. LI, No. 2, 1913. 

Idiopathic trigeminus neuralgia is a rather rare affection ; it runs 
a favorable course and is amenable to local therapy. Symptomatic 
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trigeminal neuralgia, on the other hand, is a very frequent occur- 
rence, bears a stubborn character, does not require local treatment, 
but the therapeutic influencing of a certain, occasionally very dis- 
tant organ. For details the original article must be consulted. 

Western. 

Is there a Polyneuritis caused by Carbon Monoxid Poisoning?— H. Claude, 
Progres medical, Vol. VIL, No. 21, 19 13. 

Author does not believe that there exists a carbon monoxid poly- 
neuritis. S)rmptom-complexes, which may be interpreted to be 
caused by intoxication with this noxious substance, are the result 
of hemorrhages within, or in the vicinity of certain areas in the cen- 
tral nervous system or the meninges, associated with softening or 
local edema, or they are the consequence of vascular changes. 

ZiMMER. 

* 
Clinical Importance of Sympathetic Nervous System— S. H. K. Wilson, 
Brit. Med. Jour., June 7, 1913. 

The secretion of the adrenal medulla passes into the general cir- 
culation and maintains the tone of all sympathetically innovated 
tissues, including other ductless glands. Other substances produced 
in the organism have an antagonizing, neutralizing, or compensat- 
ing effect when compared with that of the adrenal secretion, and they 
act rather on the autonomous system. Similarly cocain, atropin and 
caffein, stimulate the sympathetic system and inhibit the automatic 
system. Morphin, chloral and antipyrin, inhibit the sympathetic 
system and stimulate the autonomous system. ' Sachs. 

Kemig's Sjrmptom and the Rigidity in Meningeal Diseases of the Nurs- 
ling— J. Renault and P.-P. LivY, Nourrisson, Vol. I, No. 3, 1913. 

The Kemig sig^ as well as the rigidity of the neck and back are 
not obligatory symptoms in the meningeal affections of nurslings. 
These symptoms may be very marked, but may be entirely absent. 

ZiMMER. 



URINARY ORGANS— MALE GENITALIA 

Determination of Renal Function by Means of Phenolsulphonephthalein — 
E. Behrenroth and L. Frank, Zeitschr. f. experiment. Pathologic u. 
Therapie, Vol. XIII, No. i. 

On account of its simplicity and reliability the phenolsulphone- 
phthalein test should be given preference over all other methods in 
the determination of renal function. While normal kidneys excrete 
considerable more coloring matter during the first than during the 
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second hour, in pathological cases the amount of coloring matter 
excreted is the same in the first as in the second hour, or the amount 
excreted during the second hour may even exceed that of the first 
hour. In the study of unilateral kidney disease the test is of great 
service if, after ureteral catheterization, the urine secreted by each 
kidney in two hours be subjected to colorimetry. Instances of 
renal damage may thus be demonstrated in the absence of urinary 
albumin and morphotic elements. Western. 

Hydronephrosis caused by Congenital Defects of the Ureter — M. Michai- 
Low, Zeitschr. f. Urologie, 1913, No. 7. 

Hydronephrosis, besides being caused by floating kidney, trauma 
to the kidney and ureters, atony and neoplasm, pressure on the 
ureters by tumors of the uterus and its appendages, may also be 
engendered by congenital anomalies in the renal or vesical end of 
the ureter. Bozy thinks that such anomalies play the most important 
part in the causation of so-called intermittent hydronephrosis. Au- 
thor reports a case which by cystoscopy was diagnosed as hydrone- 
phrosis and pyelitis of the right side. At operation an invagation of 
the right ureter into the pelvis of the kidney, causing the hydrone- 
phrosis, was found. Kaufman. 

New Method of Diagnosticating Renal Tuberculosis — ^L. Buerger, Am. 
Jour. Surg., Feb., 1913. 

The excision of mucous membrane of the ureteric meatus may 
yield tissue containing miliary tubercles, at a time when no positive 
evidences of tuberculosis of the kidney are at our disposal. Miliary 
tubercles may be present in such tissue, although the only visual 
alterations of the mucous membrane are those which appear as 
"edema" even to the trained eye. Such excised pieces make a posi- 
tive diagnosis possible when the ureteral catheter fails us, when the 
guinea-pig inoculations are negative, when the urine is perfectly 
clear and when the patient is presenting practically no symptoms. 
Concentration and 'localization of the tuberculous process at a 
ureteric meatus may occur early in the disease. Such miliary tuber- 
cles may be found in the ureteric ostium even though the rest of the 
ureter is almost free from tuberculous change and when the pelvis 
of the kidney too is but slightly aflfected. Cystoscopic biopsy 
should be performed on the ureteric orifice of the affected side in all 
cases of suspected renal tuberculosis where the ocular evidences are 
sufficient to warrant a suspicion of renal involvement; also when- 
ever tubercle bacilli cannot be demonstrated and whenever positive 
evidences of the presence of a tuberculous process in the kidney are 
lacking. Kaufman. 
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Early ^Diagnosis of Renal Tuberculosis— A. Bauereisen, Zentralblatt f. 
Gynakologie, 1913, No. 23. 

The best method to recognize renal tuberculosis at an early date 
IS the subcutaneous injection of a certain amount of the suspected 
urine into a rabbit. In from 2 to 3 weeks it may be determined by 
means of the intracutaneous tuberculin test whether or not the 
experiment animal has become tuberculous. Mill. 

Staphylomycoses of the Urinary Apparatus — B. Goldberg, Zeitschr. f. 
Urologie, Vol. VII, No. 6, 1913. 

Staphylococci may cause the most discrepant affections in the 
urinary tract. They gain access to the urinary apparatus by endo- 
genous and exogenous paths, ascending especially when there is a 
urinary backflow. The staphylomycoses differ from other infections 
in that they are amenable to treatment if taken hold of at an early 
stage. Chronic staphylomonoinfections are rare; some of these 
cases are in reality such of primary phosphatic diathesis. Staphy- 
lococcal mycoses frequently start and concur with albuminuria. 
Especially dangerous is the transmission of the staphylococci to the 
blood and the kidneys. Western. 

Renal Syphilis — A. Welz, Deutsche med. Wochenschr., June 19, 1913. 

Report of 2 cases of syphilitic nephritis of which 6ne exhibited 
paranephritic manifestations while the other showed symptoms of 
pyelitis. A diagnosis of renal syphilis must be based upon a posi- 
tive Wassermann reaction and the finding of numerous leukocytes 
in a urine free from bacteria. The sterility of the urine must also 
be proved by the animal experiment. Positive proof of the syphilitic 
character of the renal involvement is furnished by the quick results 
obtained from antiluetic medication. Mill. 

Conditions Simulating Prostatic Hypertrophy— C. Wallace, Clinical Jour- 
nal (London), July 9, 1913. 

Many cases present symptoms which at first might reasonably be 
considered as due to prostatic hypertrophy, but which subsequent 
examination prove to be due to other causes. Prostatic enlargement 
can only be excluded by a bimanual examination through the open 
bladder. Even when a bimanual examination shows no enlargement 
to exist, the cause of the errors of micturition may still lie within 
the prostate. No error of micturition should be assigned to a failure 
of nerve or muscle until all mechanical defects have been excluded. 
A bending of the prostatic urethra is the cause of the difficult 
micturition in some cases at all events, and the patient can be cured 
by a simple operation. Sachs. 
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Prostatic Calculi— W. M. Brickner, Med. Rev. of Rev., April, 1913. 

If a radiograph of the unemptied bladder be exposed with the 
patient in the level supine or reversed Trendelenburg position shows 
a shadow or group of shadows in the region of the neck of the 
bladder and a second radiograph exposed with the patient in the 
Trendelenburg position and the X-rays passing in the same relative 
direction shows a shadow in the same place as before, the stone or 
stones are fixed in the prostate, prostatic urethra or in a diverti- 
culum behind the prostate. This may prove of value in the differen- 
tiation of vesical from prostatic calculi. — The absence, for a long 
period of time, of all signs of local infection in a case of purulent 
prostatitis, is strongly suggestive of a calculous etiology. 

Kaufman. 

Vesical, Urethral and Prostatic Calculi— P. Steiner, Folia Urologio, 1913, 
No. 8. 

The biochemistry of the intramolecular structure of calculi will 
ultimately clear up their pathogenesis. The diagnosis of vesical cal- 
culus is made by palpation (in lean individuals and children by the 
rectum, in females by the vagina) ; by sounding, using a short- 
curved, medium-sized metal sound 50 to 60 cm. in length*— this 
must be systematically done; by cystoscopy and by the X-ray. 
Prostatic stones are recognized by palpation through the rectum, by 
sounding the urethra and by X-ray. True prostatic calculi are 
formed by a collection of corpora amylacea ; other calculi come from 
above and lodge in the prostatic portion of the urethra. The symp- 
toms of prostatic stone are : difficulty on urination ; pain at the end 
of urination; frequent urination; interrupted urination: retention; 
incontinence; pus in the urine and urethritis. Urethral calculi are 
diagnosed by palpation, sounds and the X-ray. Urethral calculi 
may cause retention. Kaufman. 

Prostatic Carcinoma — R. J. Willan, Brit. Med. Jour., July 12, 1913. 

Author states that from a study of 33 cases the average duration 
between the onset of symptoms in prostatic carcinoma and the pa- 
tient seeing a surgeon, was 14J4 months. The average age was 
61 years. The onset symptom was increased nocturnal frequency of 
micturition in 40 per cent., and gradual obstruction to urination in 
30 per cent, of the cases. Pain was variable and not characteristic. 
Urinary obstruction was a marked feature; 72 per cent, had com- 
plete retention, and a further 24 per cent, partial retention. Hema- 
turia was not common, probably 82 per cent, were without bleeding. 
On rectal examination ^2 per cent, showed hard nodules with fixity 
of the gland. The average duration of the disease from onset to 
death was 28 months. Sachs. 
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FEMALE ORGANS OF GENERATION— PREGNANCY- 
PARTURITION— INFANTS 

Urinary Conditions in Women associated with Frequent or Painful 
Micturition— D. Newman, Glasgow Med. Jour., May, 1913. 

Eight cases are cited by author, (i) A case of B. coli infection 
of the bladder at 5th month of pregnancy. Recovery was incom- 
plete. For 5 years the bladder was continually irrigated, slight 
pyuria in an acid urine was present with slowly and steadily increas- 
ing pain during and after urination. This case was cured. (2) A 
case of frequent urination for 2 years with pain only on distension 
of bladder, disappearing when empty. Latterly pain always present. 
Moderate pyuria and tubercle bacilli were found. No hematuria. 
The bladder wall was markedly hyperemic and caseous deposits 
existed on the floor. Patient is well. (3) After 5 years of persist- 
ent frequency in micturition, which was relieved only by rest and 
the application of heat, symptoms resembling stone in the bladder 
developed. Constant pyuria and moderate hematuria were present. 
The neck of the bladder and the urethra were congested, and small 
superficial erosions existed. Phenol was applied twice and a com- 
plete cure resulted. (4) The patient had involuntary nocturnal 
micturition since infancy, occasional slight pyuria, very acid urine, 
and uric acid in considerable amount. After a few irrigations and 
instillations a cure resulted. (5) A case of B. coli and staphylococi 
infection of bladder. Very frequent micturition, with severe pain. 
Hematuria and pyuria were variable. Almost complete relief re- 
sulted from a suprapubic cystostomy and the application of phenol. 

(6) A staphylococcus infection of the bladder produced very painful 
and frequent micturition. Only two ounces of urine was retained. 
Pyuria and hematuria were present.. This case was cured in 6 
weeks by instillation of silver nitrate and suprapubic draining. 

(7) A case in which a polypus caused a sudden stoppage of micturi- 
tion followed by severe spasm at the neck of the bladder. (8) A 
movable right kidney in this case caused severe pain at the end of 
micturition, probably by dragging on the right ureter when the 
bladder was emptying itself. Cured by operation. Sachs. 

Menstrual MoUmina: Adult Cases — C. Chisholm, Jour. Obstet. and 
Gynecol, of Brit. Emp., June, 19 13. 

Among adults the cases of disturbance at the menstrual period 
are more than among adolescents. Passive hyperemia of the pelvic 
organs appears to be the cause of much local pain. This is relieved 
in the majority of cases on the first day after the onset of menstrua- 
tion. Unhealthy hygienic conditions and mode of life contribute to 
lowering the general nervous system so that pain is readily felt, and 
a habit of pain at the menstrual period formed. Nervous symptoms^ 
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reflex and vasomotor, are often associated with secondary men- 
strual discomfort. Except in a very small minority of cases, this 
menstrual discomfort does not affect the woman's capacity for carry- 
ing on her ordinary work. Any appearance or development of men- 
strual pain shows a pathological condition, whose cause, whether 
local or general, ought to be investigated before the discomfort be- 
comes established as a regular habit. Sachs. 

Esthiomene, or Lupus Vulvae— L. Kurz, Jour. Obstet. and Gynecol, of Brit. 
Emp., June, 1913. 

Esthiomene is a tertiary syphilitic lesion. The term lupus vulva 
sliould be replaced by the expression "tuberculosis of the vulva." 
Esthiomene is not a disease sui generis. A direct or probable his- 
tory of syphilis is almost always obtained in these cases. The 
•chronic course of esthiomene marked by attempts at healing with 
subsequent relapses, the absence of local disturbances, the non- 
impairment of the general state of health, indicate the syphilitic 
nature of the condition. The masses of cicatricial tissue with sub- 
sequent contraction, producing severe strictures, and extensive de- 
formities is typical of no other disease. Where the necrosing 
process is !n excess over the tendency to fibrosis, we have the enor- 
mous tissue destruction characteristic of syphilis. The microscope 
reveals the typical gumma or granuloma of the third stage. Sachs. 

Serodiagnosis of Pregnancy — O. Parsamoor, Zentralblatt f. Gynakologie, 
1913, No. 25. 

Conclusions based upon 116 examinations of pregnant as well as 
non-pregnant women by means of the Abderhalden test. A positive 
reaction was always obtained in pregnant women, occasionally, how- 
ever, also in the non-pregnant. The negative reaction points to 
non-existence of pregnancy, but the positive reaction does not neces- 
sarily mean that pregnancy exists. Mill. 

^erodiagnosis of Pregnancy— S. Gottschalk, Berliner klin. Wochcnschr., 
June 23, 1913. 

For the present, Abderhalden's reaction is not an infallible means 
in the recognition of existing pregnancy. In connection with the 
diagnosis by palpation it is, however, of practical diagnostic import. 

Mill. 

Serodiagnosis of Pregnancy — E. Rosenthal, Berliner klin. Wochcnschr., 
June 23, 1913. 

There exists no difference between the results furnished by author's 
antitrypsin method and the Abderhalden reaction. In healthy women 
both methods yield equally good results ; in diseased women, on the 
other hand, neither of the methods gives absolute reliable results. 
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While the Abderhalden reaction is extremely cumbersome and diffi- 
cult to perform, the antitrypsin method may readily be executed 
within 30 minutes. Mill. 

Serodiagnosis of Pregnancy— Lichtenstein, Miinchener med. Wochenschr., 
July I, 1913. 

Author confirms the results of Abderhalden and shows on the 
hand of 76 cases — ^42 pregnant and 34 non-pregnant — that preg- 
nancy may be diagnosed by means of the dialyzation method. The 
article must be read in the original. Mill. 

Serodiagnosis of Pregnancy— J. Veit, Berliner klin. Wochenschr., July 7, 

1913. 

The serodiagnosis of pregnancy is based upon a placental re- 
action. It is reliable. Mill. 

Serodiagnosis of Pregnancy— B. Aschner, Berliner klin. Wochenschr.^ 
July 7, 1913. 

Report of about 250 cases. The serum of healthy pregnant women 
reacted positive in all but one case; the same was the case in in- 
stances of extra-uterine gravidity and pathologic pregnancy, as long 
as placental tissue was present. Serum from healthy non-pregnant 
women proved negative. The emplo)rment of the optical method is 
very desirable. Mill. 

Albuminuria in Pregnancy— H. Williamson, Lancet, May 17, 1913. 

In 50 cases of normal pregnancy author did not find either aceton 
or diacetic acid. In 10 cases of chronic nephritis in pregnant 
women, both aceton and diacetic acid were absent; in 5 cases both 
were present. Aceton and diacetic acid were absent in 20 cases of 
chronic nephritis in the non-gravid. Two of these cases had pre- 
viously had uremic convulsions. Author is of the opinion that a 
condition of acidosis is found constantly in cases of pregnancy- 
toxemia when the lesions are of a certain grade of severity, and 
that it is not found in cases of chronic nephritis even when the symp- 
toms are severe. The onset of an acidosis in the course of chronic 
nephritis in pregnancy may signify the addition of toxemia to the 
existing nephritis. Sachs. 

Carbohydrate Metabolism during Gravidity and in Eclampsia— Beuthin^ 
Monatschr. f. Geburtshilfe u. Gynakologie, Vol. XXXVII, No. 3. 

Disturbances of carbohydrate metabolism during pregnancy are 
mostly of a low degree of intensity. More pronounced disturbances 
are caused by the glands with internal secretion which disturb the 
physiologic equilibrium. In eclampsia, on the other hand, the meta- 
bolism of the carbohydrates undergoes severer changes. The func- 
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tion of the liver, however, is not markedly reduced in eclampsia, and 
we are not justified to ascribe the cause of eclampsia to an impaired 
hepatic function. Mill. 

Pseudo-Eclampsia— H. Croom, Jour. Obstet. and Gynecol, of Brit. Emp., 
Apr., 1913. 

Author reports 2 cases which closely simulated eclampsia, but in 
each case the feature of toxic eclampsia, i.e. urinary changes, were 
entirely absent. In one case there was a large tumor of the left 
anterior parietal region. Apart from the simulation of eclampsia, 
this case was of interest in that the tumor was situated in the anterior 
lobe, a region of the brain which has hitherto escaped the localization 
of function. This tumor was of large size and firm consistency and 
must have occupied that situation for a long time without giving 
rise to any symptoms. Symptoms such as squinting, irregularity of 
the pupils, and various paralyses were entirely absent. The second 
case which simulated eclampsia was one of tuberculous meningitis. 

Sachs. 

Eclampsia, the Urine and Blood in— £. Landsberg, Zeitschr. f. Geburtshilfe 
u. Gynakologie, Vol. LXXIII, No. i. 

In the urine of the eclamptic woman there is an increase of am- 
monia and amino-acid-nitrogen, there is also an increase of acidity, 
but the total urinary nitrogen is diminished. In the blood there 
exists an increase of fibrinogen. These changes are not absolutely 
specific and may be but concomitant phenomena. Mill. 

Blood Viscosity in Eclampsia and other Diseases of Women — F. Engel- 
MANN and L. Elpers, Gynakologische Rundschau, Vol. VII, No. 9. 

The following conclusions are reached : At the end of pregnancy, 
the blood viscosity shows a not inconsiderable diminution (3.6 to 
3.7, while normally it is 4.22 to 4.38). In eclampsia the viscosity 
is markedly increased, as a rule; it amounted in 11 cases on the 
average to 5.0, which means an increase of about 40 per cent. Blood- 
letting, especially when combined with intravenous infusion, is a 
very good means to decrease the augmented blood viscosity, and 
thus to remove the damage caused by it. In the various forms of 
genital hemorrhages there ensues a diminution of blood viscosity. 
The lowest viscosity-degree, encountered by authors, was in a case 
of very grave myoma-hemorrhage — 2.6. In inflammatory and sup- 
purative processes the viscosity is increased ; in 10 cases there was 
an average of 5.45. Viscosity determination may be of use in the 
differential diagnosis between tubal gravidity and inflammatory 
tumor of the adnexa. In 10 cases of tubal pregnancy the blood 
viscosity was diminished to 3.73. In the newborn the blood viscosity 
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compared with that of the mother is increased by one-half and more 
(5.8 in the newborn, 3.7 in the mother). Mill. 

Calcium Contents of the Blood in Pregnancy— G. Linzenmeier, Zentral- 
blatt f. Gynakologie, 1913, No. 26. 

In the second half of pregnancy, the blood contains a larger than 
normal amount of calcium. In eclamptic and parturient women 
author did not find a diminution of blood calcium. The larger 
amount of calcium is utilized for the skeleton construction of the 
fetus. Mill. 

Physical and Phsrsico-Chemical Investigations as regards Physiology and 
Pathology of the Nursling— B. Salge, Zeitschr. f. Kinderheilkunde, Vol. 
VIII, Nos. 3 and 4, 1913. 

The physiological and pathological problems of the nursling can 
never be determined by metabolic experiments alone. Physico- 
chemical investigation must necessarily take into account and study 
the conditions governing the energy-exchange, i.e. the regulatory 
abilities of the organism of the nursling as they concern the main- 
tainance of body temperature, the osmotic pressure and the con- 
centration of H-Ions. Mill. 

Albuminuria of the Newborn — F. Heller, Zeitschr. f. Kinderheilkunde, Vol. 
VII, Nos. 3 and 4, 1913. 

The albuminuria of newborn children is clinically of no import- 
ance. Entirely healthy newborn children have, not at once after 
birth, but between the second and seventh day an albuminous urine at 
least on one occasion. This is rather the rule ; exceptions are very 
rare. Mill. 

Morbidity of Nurslings— £. Janke and J. Pick, Wiener klin.-therap. 
Wochenschr., 1913, No. 15. 

The body volume of the adult is about 14 times as large as that 
of the nursling, but his body surface is only about 6 times as large 
as that of the latter. Accordingly the heat emanation of the nursling 
is a relatively much larger one than that of the adult. This fact 
explains the comparative large amount of heat required by the 
nursling. The mere physical conditions of life even are less favor- 
able to the nursling than the adult, and this fact alone explains the 
greater morbidity and mortality of the former. Mill. 
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THE VALUE OF THE RONTGEN EXAMINATION IN 
OBSTRUCTIONS OF THE ESOPHAGUS 

By WILLIAM H. STEWART 

Visiting Physician, Rontgen Ray Department, German Hospital and Dispen- 
sary; Radiologist, Harlem and Fordham Hospitals 
New York 

The esophagus in a person of average height is about nine or ten 
inches in length and extends almost vertically from the pharynx to 
the stomach. It commences at the lower border of the cricoid, oppo- 
site the fifth cervical, and descends to about the level of the eleventh 
dorsal vertebra. In front of the. upper part of the esophagus is the 
trachea, lower down are the left bronchus, the arch of the aorta, the 
pericardium and the left vagus. It rests mainly upon the vertebral 
column behind, crossing the aorta about three inches above the dia- 
phragm. The pleura lies on each side of the esophagus, the right 
sending a prolongation behind. Obstructions to the esophagus may 
be divided into the following classes : 

First — Those caused by some lesion from without intruding on 
the lumen and displacing it, such as pleuritis, pneumothorax, tumors 
of the lung, mediastinum or spine, enlarged glands, hypertrophy of 
the left ventricle, pericarditis with effusion, aneurysm and diver- 
ticulum. 
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Second, — Those produced by some pathological process in the walls 
of the esophagus, as esophagitis following burns from hot water, 
caustics or acids, ulceration with spasmodic contractions, tubercu- 
losis, syphilis and carcinoma. 

Third. — ^Those caused from within the esophagus, as foreign bodies 
and esophageal polypus. 

Fourth, — Obstructions produced by neuroses and reflex causes, 
as in cardia spasm. 

The object of this paper is to show the value of the rontgeno- 
graphic examination in properly locating obstructions of the esoph- 
agus and in many cases demonstrating the character and cause of 
the lesion. 

In the first class, where the obstruction is brought about by 
pathological conditions outside of the esophagus, we can usually 
show the constriction with the associated lesion which is producing it. 
Obstruction caused by diverticulum (Figures i and 2), however, 
requires special consideration; esophageal diverticulum is rather a 
rare affection and it is described as "an accessory pouch along the 
course of the esophagus." There are two forms of diverticulum : the 
small fan-shaped protuberance, having a wide base and tapering to a 
pin point, caused as a rule by contractions followii5g inflammatory 
conditions in the pre-esophageal tissues and called a traction diver- 
ticulum, and the diverticulum which is produced by pressure from 
within the esophagus. The latter is usually located high up, having 
the form of a sac varying in size, with the connecting entrance of 
different shapes, usually slit-like. The axis of the sac may be at 
right angles to the axis of the esophagus; as a rule, however, the 
pouch hangs down alongside this tube. Carcinoma involving the 
upper third of the esophagus is most commonly mistaken for 
diverticulum (Figures 9 and 10). In most cases it is necessary to use 
the fluoroscope to differentiate between these two conditions in this 
locality. If it be a pouch the emptying of the bismuth paste will take 
place at the top, whereas in a carcinoma the globular-shaped sac is 
seen slowly emptying itself through the involved esophagus at its 
base. It may be necessary, in order to prove a diverticulum, to 
introduce a probe, when it will be seen to pass down alongside the 
bismuth filled sac. A stereoscopic examination, taken in the left 
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Fig. 2 
The Value of the Rontgen Examination in Obstructions op the Esophagus 

William H. Stewart 
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posterior oblique position, will usually clear up a questionable di» 
agnosis. 

In the second class the clinical history of esophagitis, following 
burns or from extension of inflammation from the surrounding tissue, 
associated with the Rontgen findings of an obstruction is usually 
sufficient ; we may, however, have an inflammation without scarring 
or adhesions, in which case, no obstruction existing, the X-ray will 
fail to show the lesion. Spasmodic contractions from a small irri- 
tating ulceration in the wall of the esophagus are more frequent, 
than are generally recognized. The clinical history and objective 
symptoms, combined with the frequent change in the outline of the 
esophagus, as seen on the screen at different examinations, will 
clear the diagnosis. By far the most common cause for con- 
striction in this class is carcinoma (Figures 3 to 11). This malig- 
nancy is described as being usually of a primary epithelial nature 
which attacks the mucosa first, spreading rapidly. The growth may 
be of a firm, fibrous character or a soft, gelatinous mass. From 
observations made on twenty-one cases of carcinoma of the esoph- 
agus, referred to the Rontgen department of the German Hospital 
and Dispensary, the most common location was in the middle third, 
the second site at the cardia and the third in the upper portion of the 
esophagus at about the level of the sternal notch. In differentiating 
this condition from tuberculosis and syphilis it is often necessary to 
combine the Rontgen findings with the clinical picture and laboratory 
reports. 

In the third division, covering obstructions from within, foreign 
bodies are the most common ; many varieties are found, from a pin 
to a lead bicycle (Figure 12). By children, safety pins and coins 
are most frequently swallowed ; by adults, fish bones and tooth plates 
seem to predominate. They are usually arrested at the narrow 
parts, mainly the upper and lower extremities. The larger bodies are 
generally caught in the upper part of the esophagus. False teeth, 
however, seem to lodge in the lower third and may become impacted. 
Needles, pins and fish bones may penetrate the esophageal wall and 
be found outside; this usually occurs in the upper portion of the 
esophagus. The Rontgen examination easily locates these obstruc- 
tions and can be so arranged that the foreign body can be removed 
with the aid of the fluoroscopic screen. Benign growths sometimes 
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occur within the esophagus. They are comparatively rare, but may 
attain considerable size and are usually pedunculated, while the 
tumor itself is flattened. Difficulty in swallowing with a location 
of the obstruction high up, as seen by the Rontgen ray, which does 
not show the characteristics of diverticulum or carcinoma will 
usually clear up the diagnosis. 

Finally we come to obstructions caused by neuroses, the most 
important being cardia spasm. This condition is usually met with 
in women between the ages of twenty and thirty; as a rule, the 
trouble is neurotic and only part of a general condition. It is of 
the greatest importance to differentiate between cardia spasm and 
carcinoma, which is often difficult. The majority of cases of malig- 
nancy, when examined with the Rontgen ray, give an irregular, 
worm-eaten appearance at the points of obstruction with the esoph- 
agus dilated above, but we may have many cases of a small annular 
carcinoma which does not show defects in the outline of the esoph- 
agus and which will give us the shadow of the dilated tube above. 
I have differentiated these conditions by making repeated exam- 
inations. If I find the outline similar, I always lean toward a 
diagnosis of malignancy. Cardiospasm seldom gives the same re- 
peated shadow; in fact, in making the stereoscopic examination 
of this condition, although the actual time of exposure, changing of 
the plate and shifting of the tube does not consume more than five 
seconds, still we are apt to find a different shadow cast upon the 
plate in the second exposure when compared with the first. Fluoro- 
scopically, the bismuth meal, in cardiospasm, is seen to pass rapidly 
down to the cardia, where it stops ; frequently it ascends again. The 
characteristic point to observe *is the sudden release of the spasm 
with disappearance of the bismuth shadow. These Rontgen findings 
of cardiospasm, combined with the age of the patient, the neurotic 
tendency, the absence of hemorrhage, the fact that under anesthesia 
a full-sized bougie can be passed and that solids are more easily 
swallowed than fluids, make a clinical picture which when verified 
by the esophagoscopic examination, cannot, as a rule, be mistaken for 
carcinoma. 

Ulceration or malignancy in the fundus of the stomach may cause 
active spasmodic contractions of the esophagus at the cardia, and 
this is frequently followed by considerable dilatation. Repeated ex- 
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aniinations will usually disclose the spasmodic element of the case. 

The radiographic technic in making these examinations consists 
in giving a thick paste of either a cupful of well-cooked Cream of 
Wheat or boiled potatoes in which has been thoroughly mixed one 
ounce of subcarbonate of bismuth. The patient, if possible, is fed 
three-quarters of this mass, the idea being to fill the usually dilated 
esophagus above the constriction to its full capacity. The quantity, 
of course, must necessarily vary with the amount of dilatation that 
is present. The patient is then laid upon the table in what is com- 
monly known as the left posterior oblique position, that is lying 
on the plate with the back turned half way toward the left side. 
The ray is directed squarely to the chest, centering to the right 
side at about the nipple line. A tube of medium penetration, which 
will take about 60 milliamperes, is used. The patient, being placed 
in the proper position, the plate beneath and the tube above, the last 
quantity of the bismuth-impregnated Cream of Wheat or potatoes 
is given with instructions that he retain it in the mouth until directed 
to swallow. Everything being in readiness, he is instructed to 
swallow the mouthful and to hold his breath. This is sometimes 
difficult, but, by proper instruction, can be readily accomplished with 
an intelligent patient. As he swallows the mass and holds his breath, 
an exposure of about one and one-half seconds is made; this, in 
ordinary cases, will be sufficient to furnish an excellent plate. If a 
stereoscopic view is desired, two exposures have to be made with a 
rapid changing of the plate and moving of the tube, so that the whole 
process consumes not more than five seconds, or, while the patient is 
in full inspiration. I have found that the stereoscopic method of 
examination is of great importance to surgeons in properly locating 
obstructions in relation to the surrounding vital tissues ; particularly 
is this so in carcinoma of the middle third of the esophagus. 

The Rontgen examination is one of the most important means we 
have in diagnosing esophageal lesions ; the fact that it can be made 
without any inconvenience to the patient and that there is no danger 
of hemorrhage or rupture into an aneurysm places it as the foremost 
means in preliminary diagnosis. The findings, however, should be 
combined with the clinical history and verified by the esophagoscopic 
examination, which can be safely used after the location and char- 
acter of the obstruction is ascertained. 
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Recognizing the fact that early 'diagnosis, particularly of malig- 
nancy, is of thie utmost importance, efforts have recently been made 
to outline the esophageal wall by blocking it at the cardia with an 
air-distended rubber bag and filling with a solution of mucilage of 
acacia and bismuth subcarbonate. Thus it was hoped to discover 
early defects. This method, in my hands, has not been successful ; 
it is most distressing to the patients and difficult to accomplish accu- 
rately enough to rely on any irregularities seen in the shadow of 
the esophagus. The patients do not, as a rule, consult a physician 
until difficulty in swallowing is experienced, in which case the 
method of Rontgen examination advocated in this paper is amply 
sufficient to locate the obstruction. 



CARDIO-NEUROSIS 



By ROBERT ABRAHAMS 



Adjunct Professor of Medicine, New York Post-Graduate Medical School 
and Hospital; Consulting Physician, Manhattan State Hospital and 
' Home of the Daughters of Jacob 

New York 

The term cardio-neurosis, like the term neurasthenia, covers wide 
and varied, known and unknown, pathological conditions. 

From the etiological standpoint, a disturbance of the heart's action 
may result from the loss of a canary or a railway accident ; from an 
affection of the valves or some disease of a remote organ; from 
devotion to Dame Nicotin or loyalty to His Majesty Bacchus. The 
manifestations vary from temporary depression or exultation of 
cardiac action to continuous palpitation, pain and irregularity. 

The cardio-neurotic, not unlike the neurasthenic, comes into the 
world with an inherited poverty of resistance. He is an easy prey to 
all kinds of physical and psychical influences and conditions which 
leave a normal man undisturbed, but will work havoc on the neu- 
rotic's physiological equilibrium. 

This is frequently seen in men and women who, upon learning that 
the heart is affected, promptly and immediately succumb to a life of 
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unconsolable invalidism, while others bid bold defiance to their 
trouble and lead a life of usefulness and contentment. 

I max ^ wrong, but it is my conviction, that every form of cardio- 
neurosis has its basis in a change in the muscle, nerves, ganglia or 
specialized tissue of the heart. The change is gross or palpable, or 
elusive and unrecognizable. 

Think of epilepsy. The fits have their origin in the brain, but 
who ever saw a macroscopic or microscopic change in the brain sub- 
stance of an epileptic? 

A friend of mine said that cardio-neurosis is like the snakes in 
Ireland — there are no snakes in Ireland. There is no cardio- 
neurosis. 

The excessive use of coffee, tea or tobacco produces in some indi- 
viduals disturbance of the heart. The disturbance may be in the 
nature of palpitation, pain and dyspnea ; or it may be premature con- 
traction or heart-block. This disturbance is said to be the result of 
the toxic effect of the coffee, or the tea or the tobacco upon the heart. 
That is true. But it is equally true that the long continued stimula- 
tion of the caffein, and the long continued depression of the nicotin, 
wrought anatomical changes in the complex structure of the heart 
which are responsible for the toxic phenomena. 

These anatomical changes are often surmised by the observation 
of the frequency of arteriosclerosis among heavy and habitual smok- 
ers and coffee drinkers. Such sclerosis extends to some muscular 
fibers of the heart or to the coronary vessels or to the arch of the 
aorta. The proof of this is that devotees of the beverages or the 
weed complain very often of real anginal pains. 

I would suggest a thorough examination of the arterial system, 
not omitting, of course, blood pressure, in a case of cardio-neurosis 
unaccompanied by an organic lesion of the heart. 

The conviction of a physical basis of cardio-neurosis puts me in the 
class of nicknamed "purists" or "materialists/* 

Further support can be added to this contention by recording a 
frequent and fruitful clinical observation, namely, a heart that is 
continuously disturbed for a period ranging between three and six 
months becomes permanently disturbed, the disturbance eventually 
producing sequela commonly, but not rightfully, ascribed to organic 
changes of the heart. 
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There are organic changes from the very inception of the dis- 
turbance, but they are of a minor nature. The changes grow more 
pronounced as time and toxemia go on until the disturbance be- 
comes permanent, that is to say, the heart is diseased. 

Sometimes these invisible changes in the heart are latent or dor- 
mant. Victims of such a condition are subject to periodical attacks 
of rapid or slow action of the heart, which may last a day or a week, 
and while the attacks last the sufferers are pretty miserable. 

A series of such attacks constitute permanent disability of the 
heart, eventually resulting in serious complications. 

I will give here timely warning. A continuously rapid heart with- 
out organic lesions may indicate one of two serious conditions, either 
Basedow's disease or interstitial nephritis. 

Basedow's disease is classified by some writers among the "ner- 
vous affections of the heart," an absurd classification. One may as 
well put Addison's disease in the category of nervous affections of 
the heart, because the heart in that interesting disease is very much 
depressed. 

As a clinical observation I offer the suggestion that very many of 
the patients who have rapid hearts have hyperthyroidism, which is 
another name for Basedow's disease. They are instances of that 
disease in which the cardiac disturbance appears first and, perhaps, 
lasts longest. Sooner or later, however, other cardinal signs of the 
affection show up. 

Rapidity of the heart as an early sign of interstitial nephritis can 
only be appreciated by those who recognized and watched it. It is a 
fatal sign, too. To make sure of its meaning, one has to do two 
things, percuss or fluoroscope the heart to ascertain an increase in 
its size and measure the blood pressure. The latter is always high in 
interstitial nephritis. 

Other differential points between Basedow's disease and interstitial 
nephritis in the presence of this rapid heart action are comparatively 
easy to determine, one has a soft pulse, the other a hard pulse ; in 
Basedow's disease there may be tremor of the fingers at this time, 
the other has not; Basedow's disease may have, with this rapid 
heart, one of the many eye and eyelid signs and the other has not. 

Your attention is directed to these conditions, because so many 
fail to recognize them, as they are put in the mill of cardio-neurosis. 
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ground into commonplace "functional disturbance" and lost in the 
chaff of meaningless nomenclature. 

Recent studies of the functions of the heart muscle as well as the 
descriptions of hitherto unknown anatomical points in the cardiac 
architecture, like the sino-auricular node, Tawara's node and the 
bundle of His, together with the fact that under certain circum- 
stances new zones may form in the heart muscle which act as gene- 
rators of impulses for the ventricles to contract, and thereby to 
cause and increase the disturbance of the heart action, all these and 
more have narrowed the field of cardio-neurosis. 

Arrhythmias, which had the simplest classification in ancient times 
(five or ten years ago), and which were grouped under the heading 
of cardio-neurosis, have been raised to a higher level of interpreta- 
tion ; they are apart of the known and not of the idiopathic. Heart- 
block; premature contractions; paroxysmal tachycardia; auricular 
fibrillation and pulsus alterans are explained and accounted for, in 
the great majority of inrtances, by pathological changes wrought in 
the anatomical structure of the heart. 

These studies, as you are aware, were aided and promoted by 
graphic methods. But lest you think that these disturbances of the 
function of the heart are hopelessly beyond the ken of recognition 
by the every-day practitioner, I must hasten to correct your error. 
These departures from the normal action of the heart can be learned 
and mastered clinically by the sense of touch and hearing. The 
exceptions are few and negligible. 

The manipulation of costly and complicated instruments is the 
privilege of the few, and to them we are eternally grateful for mak- 
ing us better and abler clinical students of cardiac disease. 

If the views thus far stated failed to carry conviction as to the 
impropriety of hiding ignorance under a high-sounding name and so 
that the question is still pressed : What is cardio-neurosis and how to 
diagnosticate it? I would answer it as follows: 

First. The term "neurosis" signifies an exaggerated and disturbed 
action of the heart. 

Second. The exaggerated and disturbed function of the heart 
may defy detection of a pathological focus in the neuro-muscular 
structure of the heart. 
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Third. So-called neurosis exists in, and is associated with valvular, 
myocardial and pericardial disease. 

Fourth. Very early arteriosclerosis makes its impression on the 
heart, causing functional disturbance. 

Following these suggestions, imperfect though they are, the diag- 
nosis of a neurotic element working in the heart is comparatively 
easy. 

The method to pursue is to carefully examine the heart for an 
organic lesion, and when found, to measure the proportion of the 
signs to the symtoms. 

For example : A patient complains of pain and palpitation ; fatigue 
and breathlessness ; tremor and insomnia. Physical examination re- 
veals the presence of mitral insufficiency. The incompetency of the 
mitral valve, however, is not attended by a weak and rapid pulse 
nor any marked dilatation of the ventricle. In the ordinary course 
of the disease the patient would probably not be aware of any trouble 
with the heart. But there is added to this mitral regurgitancy the 
unknown X, which we call "neurosis'* ; this unknown element justi- 
fies the diagnosis of cardio-neurosis plus, of course, the organic 
lesion. 

This so-called neurotic element is very often observed in mitral 
stenosis. Sufferers from this disease are rarely free from pain, 
palpitation and precordial anxiety. The victims of mitral stenosis 
are mostly women (Cabot's recent assertion to the contrary notwith- 
standing) and of young or middle age (an old person with uncom- 
plicated mitral stenosis is not seen), who are susceptible to various 
mental and physical irritations ; these suffer intensely from the sup- 
plemented "nervous" element of the heart. 

Again and again examination of the heart fails to show warrant 
or justification for the extra disturbance of its function. 

The neurosis here, as in all other demonstrable lesions of the 
heart, is an epi-phenomenon, provoked by some external excitement 
which in turn, in all probability, calls forth vicious zones in the 
heart to make the patient everlastingly miserable. 

The essential in the diagnosis, therefore, is a working knowledge 
of the methods of physical diagnosis. 

In the absence of an organic lesion, the presence of heart disturb- 
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ance has to be explained by assuming the existence of vicious zones, 
and in most cases he who seeks shall find. 

The exciting causes are numerous, too numerous to mention in a 
paper of limited space. 

In the production of cardiac disturbance particular mention must 
be made of influenza and typhoid fever. These two infections are 
responsible for cardio-neurosis more than any other two, influenza 
particularly. A typhoid heart is as certain as a typhoid spine, only 
it is more common. 

The treatment of cardio-neurosis is no small undertaking. "Re- 
move the cause" is an old platitude which is not a very successful 
recommendation in the treatment of cardio-neurosis, for the reason 
that the original cause, in its repetition, renders the heart sensitive 
to other causes. 

Generally speaking, cardio-neurosis planted on an organic lesion 
is fairly amenable to treatment. The organic trouble gives one an ex- 
cuse for putting the patient to bed, and rest in bed is an essential 
part of the treatment of neurosis. Disturbance minus a lesion is 
also a reason for sending the patient to bed, but the patient will argue 
against it and his opinion, in the long run, prevails. 

Some things at least are within our power to recommend : Early 
to bed; avoidance of excitement; abstinence from coflfee, tea and 
tobacco; scrupulous regard for overfeeding and sluggish action of 
the bowels. 

Cardiac stimulants such as digitalis, strophantus and the members 
of the coflFee family are harmful, unless, of course, the disturbance 
is a natural expression of a heart lesion; if so, that would be a 
matter of diagnosis. 

Sedatives are more useful and the best to my knowledge is am- 
monium bromid in doses of 15 grains three times a day, or one dose 
at bedtime. 

Massage and hydrotherapy are useful ; the Nauheim bath, both the 
real as well as the home-made one, is useless. Diuretin in five-grain 
dosage three times a day is valuable in cases where the neurosis is 
associated with arteriosclerosis. 

With causes so varied, with manifestations so complex, I must 
conclude with the advice that each case of cardio-neurosis shall be 
considered a respectful entity and to be studied in its kaleidoscopic 
patterns. 
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A MAXIFESTATIOX OF HYPOTHYROSIS NOT HERE- 
TOFORE DESCRIBED 

(DOUGHY INFILTRATION OF THE MUCOSA OF THE LOWER URINARY 

TRACT) 

By HEINRICH STERN 
New York 

The literature on hypothyroidism makes but scant mention of 
urinary symptoms, and whenever disturbances on the part of the 
urinary tract occurred, they were, with an astonishing consensus 
of opinion, attributed as a matter of course to the peculiar state of 
the nervous system. Urinary symptoms, however, are not wanting 
in many instances of hypothyrosis, though they are usually of a 
minor nature. We may encounter simple polyuria, strangury, and 
tenesmus, or a combination or alternation of two or all these dis- 
orders. 

Deficiency of thyroid activity alone or in association with insuffi- 
ciency of other ductless glands, is one of the most frequent circum- 
stances in our period of civilization. One must not at once think 
of athyroidism or pronounced hypothyroidism — conditions not at all 
uncommon albeit not of every-day occurrence — but of those in- 
stances in which the deficiency of thyroid activity and its varied 
manifestations are less marked. Cases of the latter type are among 
the clientele of every physician, be he a general practitioner or a 
specialist, but their real character is not often recognized. 

It is not my intention to discuss on this occasion the varied symp- 
tomatology of different degrees of hypothyroidism. My sole en- 
deavor is to show the possible connection of urinary symptoms with 
localized structural changes of a hypothyroid character. 

The cystoscope has as yet not attained citizenship in the domain 
of the internist, but I have been acquainted with its immense value 
in the diagnostic exploration of the urinary tract for a long time. 
For me there exists no "bladder neurosis" of whatever kind unless 
I have convinced myself by cystoscopic examination that there is no 
possible anatomical substrate to which the urinary vagaries may 
be attributed. For about a year I have thus devoted especial atten- 
tion to the lower urinary tract of persons affected with various 
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degrees of hypothyrosis. The great majority of the cases of 
hypothyroidism which have come under my observation during this 
period, exhibited, however, no urinary symptoms of clinical import, 
and the special examination of the lower portions of their urinary 
apparatus revealed no structural alterations that could be ascribed 
to deficient thyroid function. Yet, in every one of the four cases 
of hypothyrosis with urinary symptoms, that I examined cystoscopi- 
cally, anatomical alterations of apparent hypothyrogenous origin 
could be demonstrated. 

These four instances, of which three are women, represent about 
ten per cent, of all pertaining cases that were subjected to cystoscopy. 
The occurrence of urinary symptoms in hypothyrosis at the ratio of 
three in the female to one in the male seems, however, an accidental 
one. Again, contrary to the thyrotoxic state which in its various 
gradations supervenes so much more frequently in women than in 
men, phenomena of hypothyroidism occur about equally often in 
both sexes. 

We know that in hypothyrosis the mucous membranes of the 
tongue, uvula and nose may exhibit edematous swelling, often ap- 
pearing as a doughy infiltration. It does not require much per- 
spicacity to conjecture tfhat similar mucous membrane changes may 
also ensue in other portions of the body. And such are indeed the 
alterations which I found in the bladder or urethra of aforemen- 
tioned cases. That they were entirely dependent upon the hypothy- 
roid state was evidenced by their decline and increase corresponding 
to the fall and rise of the other hypothyroid phenomena on the ex- 
hibition or withdrawal of thyroid preparations. That the urinary 
symptoms were caused by the hypothyroid modification of the local 
structures became manifest by their disappearance when the local 
process abated, and their reappearance on the recurrence of the 
mucosa infiltration. 

In the following brief reports there will be found a description of 
the nature, location and extent of the changes in the lower urinary 
tract as determined in each of the cases. 

Case I. — Widow, 38 years old. Presented typical, although not 
very pronounced symptoms of myxedema. There were the ede- 
matous infiltrations of the face, the swollen nose and lips, and es- 
pecially the doughy pads around the much infiltrated eyelids. The 
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myxedematous areas feel to the touch like congealed gelatine and are 
unelastic. The rough skin is very dry and itching. Subjectively the 
skin feels thick. Perspiration is nearly entirely suppressed. Head- 
aches, more or less confined to the occiput and top, occur regularly, 
especially in the mornings. The patient was very much depressed 
and apathetic. The reflexes were sluggish, and the urine was drip- 
ping continuously, so that she had to wear a napkin all the tim^. 
For this involuntary urinary escape topical treatment had been given 
by the physician who had referred her to me. 

The walls of the urethra were seen not to lie in apposition, that is, 
the diameter of the meatus was about ^ cm. About 2 cm. inward, 
however, the cystoscope became slightly impacted, which is unusual 
in the readily dilatable female urethra. The introduction of the 
instrument caused some irritation along the next 3 cm. of the nar- 
rowed urethral canal. There occurred a slight oozing of blood. The 
cystoscope showed in the place of the longitudinal fold on the floor 
of the urethra a baggy, edematous thickening extending well into 
the bladder. The infiltrated portion appeared somewhat paler than 
the surrounding tissues. 

The thickened, puffy mucosa along the floor of the urethra seem- 
ingly kept ajar the walls of the meatus, and thus the dripping of the 
urine may be explained. 

Administration of one gram thyroid extract in divided doses per 
day in the beginning of the treatment for hypothyroidism brought 
about cessation of the hypothyroid phenomena, including the uri- 
nary dripping, in an incredibly short time. The patient continues the 
thyroid extract in daily doses of 0.3 gram. 

Re-examination made two months after institution of this treat- 
ment showed the entire absence of the anomalous condition in the 
urethra. 

Case II. — This case has already been described by me in the 
Am. Jour. Med. Sci., Vol. 139, p. 359, 1910, under the caption 
^'Adiposis dolorosa with myxedematous manifestations." I refer 
those interested to this article. The case was of interest for two 
reasons — the concurrence of adiposis dolorosa with well-marked 
myxedematous manifestations, and the synchronous abatement of 
the symptoms of both affections after thyroid medication and a 
general anti-obesity treatment. 
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The patient, who is now 47 years old, has discontinued thyroid 
tlierapy on her own volition some years ago, with the result that she 
is again in a state of hypothyroidism, and much more so than for- 
merly. Adiposis dolorosa, however, has not returned. When seen 
by me about 6 weeks ago she was practically in a cachectic con- 
dition. The myxedematous symptoms at that time consisted of per- 
manent infiltration of the facial skin, especially over the cheeks and 
around the orbits; dry and shining integument; occasional doughy 
infiltration of large patches of skin in various parts of the body, 
shifting and more fleeting in nature ; falling out of hair ; brittleness 
of toe-nails; symmetrical changes in nails of the second toes with 
edematous infiltration around them, and oozing of blood from under 
them ; bleeding of gums ; pruritus vulvae, and frequent and painful 
urination. 

The patient was extremely weak, had headaches practically all 
the time, suffered from loss of memory, was despondent and melan- 
cholic. 

The cystoscopic examination demonstrated an edematous infiltra- 
tion and pronounced redundancy of about two-thirds of the vesical 
mucosa, and a marked puffiness directly at the right ureteral open- 
ing. The edematous swelling seemed to materially decrease the 
capacity of the bladder. The urine exhibited a specific gravity of 
1013 and showed no evidence of any active inflammatory process 
in any part of the urinary tract. Glucose, albumin and other ab- 
normal constituents were not found. There were a number of leu- 
kocytes, but none of the deeper seated epithelia of either the bladder 
or urethra. Renal disease could entirely be excluded, and there was 
no evidence at all of tuberculous kidney. 

Under thyroid therapy, rest and proper feeding most of the 
manifestations of a hypothyrosis have already materially declined, 
among others — as shown by cystoscopic re-examination — the edema 
of the bladder mucosa, and as a result thereof, the strangury. 

This case is still under observation. 

Case III. — Unmarried woman, "22 years old. This case was classi- 
fied by me as one of "hypothyrotic constitution" in the sense of 
Wieland. These are cases of embryonic, glandular hypoplasia of 
the thyroid in which the hypothyrotic phenomena per se are usually 
more or less obliterated in which, however, infective or traumatic 
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injuries — no matter of how slight a character — may occasion most 
acute manifestations of hypothyroidism. At the same time the pa- 
tient exhibited a number of symptoms that pointed to constitutional 
lymphatism. The latter and hypothyrotic constitution, in my ex- 
perience, are not infrequently correlated. 

The patient is small of stature and very obese, soft, uneven fat 
pads being distributed over various regions of the body. The bones 
are plump and short. The bridge of the nose is very broad, and its 
root considerably drawn in. There is a slight spinal scoliosis; the 
mid-scapula point is 2.3 cm. back of the sacral perpendicular, the 
right shoulder is lowered, and there is a decrease in pelvic angle in- 
clination. There is also marked tenderness over both sacro-iliac 
joints. At times, pains of a neuralgic character ensue in this region. 
The patient's walk is rather ungainly and heavy. 

The Schneiderian membrane exhibits a more or less constant 
edematous character; the same is the case with the mucosa of the 
soft palate and also, from time to time, with the uvula. The tongue 
is smooth, but rather thick. 

There is a marked anteflexion of the uterus which is in extreme 
retroposition, and a fetid vaginal discharge. 

Besides a number of psychic phenomena, such as attacks of hys- 
teria and periods of melancholia, loss of energy and decline of 
memory, the patient's principal complaint was frequent urination, 
strangury and vesical tenesmus. 

The local condition had been treated as a cystitis by her former 
physician, who had given her about thirty bladder irrigations. This 
had only tended to aggravate the vesical irritation. A urologist, who 
was called in by the patient's former attendant, made a cystoscopic 
examination, diagnosing "slight irritation of the bladder." 

The local examination made by me showed a congested and swollen 
meatus, a rather short urethra with very little contractile power, and 
what appeared to be a uniform edematous infiltration of the trigonal 
mucosa directly behind the orifice of the urethra. 

The urine was acid in reaction, contained no abnormal chemical 
substances, and showed a moderate amount of epithelia from the 
surface and middle layers of the vesical and urethral mucosa, and 
goodly numbers of vaginal surface cells. There was also a moderate 
number of well-granulated leukocytes. 
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The patient, at her own wish, was operated upon for her uterine 
condition. A cystoscopic examination made at this time (while she 
was under the anesthetic) confirmed the former findings. 

Five weeks after the operation the patient still complained of 
strangury and vesical tenesmus. The administration of a combina- 
tion of thyroid and ovarian substances was followed by the com- 
plete restoration of the patient ; her psychic s)miptolns have entirely 
vanished, the urinary difficulty is a thing of the past, and she is, 
as she expresses it, "an altogether different girl." 

Case IV. — Man, 51 years old. The patient was referred to me on 
account of supposed kidney disease. His principal complaints were 
myxedematous swellings of eyelids and over the clavicles, chilliness, 
dr)mess of the skin, interstitial gingivitis, heavy tongue, bladder irri- 
tation and frequent micturition, pain in lumbar region, attacks of 
diarrhea, loss of libido sexualis, decline of memory, pronounced 
apathy and mental depression, and periods of melancholia. 

The kidneys could not be palpated and Murphy's fist-percussion 
yielded no results. No abnormality of renal function could be de- 
termined by either the phloridzin or the phenolsulphonephthalein 
tests. The urine was acid, and its mineral content about normal. 
It contained no pathological chemical substances and no morpho- 
logical elements from the kidney itself or the renal pelvis. A mod- 
erate number of leukocytes, strongly granulated, and a few stumpy 
cylinders, each composed of a row of from four to six of these 
leukocytes, were demonstrated. (More about these casts in a future 
article.) Of epithelia only such of the surface and middle layers 
of the lower portions of the urinary tract could be distinguished. 
The prostate, examined by rectal palpation, was not ehlarged and 
felt normal to the touch. The cystoscope showed a normal prostate 
and an apparently quite hard edematous swelling, with no recog- 
nizable bloodvessels, in the area of the trigone, extending nearly to 
the latter's posterior boundary and somewhat to the right. The 
ureteral openings were not, or at the most, but very slightly in- 
volved. The urine from each kidney was obtained by ureteral 
catheterization. Besides elements due to the instrumentation, noth- 
ing of import could be demonstrated in either specimen. Renal 
tuberculosis could positively be ruled out. 

The bladder condition yielded readily to the ingestion of thyroid 
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substance, and the other physical manifestations of hypothyrosis 
declined to a greater or lesser degree. The psychical state of the 
patient is also improved, but he has as yet not regained his former 
mental equilibrium. 

In drawing the attention of the clinician to these observations, I 
offer the three following suggestions: 

First. That in cases of frequent or painful micturition a general 
hypothyrotic state with manifestations in the lower urinary tract 
must be thought of, and that a cystoscopic examination of the latter 
be made. 

Second. That, possibly, frequent or painful micturition may be 
an early, and as such for a time the only subjective phenomenon of 
import in hypothyrosis, and that a cystoscopic examination be under- 
taken. 

Third. That enuresis in children as well as in adults may be due 
to a hypothyrotic or kindred origin, that the cures of such cases 
after the administration of thyroid substance, as reported by French 
and other physicians, may be due to the disappearance of myxede- 
matous swellings from the lower urinary tract, and that in instances 
of persistent bpdwetting a cystoscopic investigation be insisted upon. 



PERIODICAL SORExXESS OF THE TONGUE AND GUMS 
—AN EARLY SYMPTOM OF PERNICIOUS ANEMIA 

Bv HEINRICH STERN 
New York 

Although the clinical as well as the blood picture make it appear 
that pernicious anemia is a disease entity, there is little doubt that it 
may arise on a varying etiological basis. We are not only ignorant 
of the specific cause of this pathological condition in all but a very 
few instances, but we hardly ever recognize it in its inaugural stage. 
The disease does not start with the symptoms of anemia, and at the 
time they supervene, the disease process is already far advanced. 
Precursory manifestations of the affection are practically non-ex- 
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istent, and there are but few symptoms which appear at its initial 
stage. These inaugural symptoms are, however, not absolutely 
pathognomonic of that what is still called idiopathic anemia, as they 
may at times also be encountered at the onset or in the course of 
severe types of secondary anemia. 

Periodical soreness of the tongue, gums and palate is without 
question the most reliable of the inaugural symptoms of pernicious 
anemia. For some time this symptom has been known to occur in 
the course of the affection, at a stage when its clinical and hemato- 
logic picture is fully developed. However, much significance has 
never been attached to it — a fact which is readily understood when 
we remember that at this period of the disease the major symptoms 
are all dominant. The periodical soreness of the various structures 
in the buccal cavity, though frequently a very troublesome, nay 
tantalizing phenomenon, is, after all, but a minor symptom. 

That periodical soreness of the tongue and adjacent organs is the 
cardinal symptom in beginning pernicious anemia was shown by 
Ossian Schauman but two years ago {Deutsche med. Wochenschr., 
1912, No. 26). Erich Zabel (Klin.-therap, Wochenschr., p. 18, 1913) 
is the only other author who has drawn attention to painful burning 
sensations of the tongue as an early symptom of pernicious anemia. 

I have observed this symptom in the initial stages of two cases of 
genuine pernicious anemia, one of which has since terminated lethally, 
and in another apparent case of the affection which is still under 
observation in which, however, the blood picture is not (I venture 
to say as yet) absolutely characteristic. 

Case I. — Woman, 49 years old. The family physician entertained 
a suspicion of gastric cancer. The patient complained of progressive 
muscular weakness, a disgust for food, nausea, vomiting and intes- 
tinal disturbances. The most troublesome symptom was a periodical 
soreness of the tongue and gums. This soreness would usually last 
for a period of a few days, and was generally most pronounced on 
the days of increased physical weariness. As soon as the patient felt 
stronger — remissions were quite frequent at this stage of the disease 
— the soreness would also abate. 

Apart from a moderate degree of tachycardia no cardiovascular 
symptoms were detectable at this time, and although there was com- 
plete absence of free hydrochloric acid from the gastric juice and 
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a much impaired motor activity of the stomach, malignancy could 
be excluded with a reasonable d^ree of certainty. 

The blood picture of the patient, when first seen, was by no means 
characteristic. The specific gravity of the blood was 1033, the hemo- 
globin percentage 2T, The count of red corpuscles showed i.i 00000. 
The color index consequently was 1.3. There were some ovoid 
cells, but no megalocytes or nucleated cells. The leukocytes were 
diminished to 3000. A second examination, made three weeks later, 
demonstrated the presence of a large number of megalocytes and 
also nucleated red corpuscles — morphological elements, which, when 
taken in conjunction with the other blood findings — are characteristic 
of pernicious anemia. 

In spite of some noteworthy periods of improvement and all man- 
ner of treatment, including transfusion of blood, the patient suc- 
cumbed about four months later. 

The anatomical changes in the buccal cavity of this case consisted 
of a diffuse redness of the anterior and lateral portions of the tongue, 
and redness with multiple slight ecchymotic spots on the toothless 
gums. 

Case II. — Man, 63 years old. Has been treated for gastric cancer 
by a stomach specialist. The principal complaints of the patient 
were extreme and progressive weakness, loss of appetite, attacks of 
indigestion, occasional vomiting, and rawness and severe burning 
sensations in the mouth, especially the tongue, particularly during the 
night The pains were at times so severe as to prevent the patient 
from sleeping. This rawness and burning would occur in periodical 
attacks, each lasting from about three days to a week. Increase in 
bodily vigor would invariably be followed by cessation of the local 
phenomenon. 

The cardiovascular system showed no clinical symptoms besides 
lack of tone of the myocardium and a low blood pressure. The 
stomach, situated almost entirely toward the left of the median line, 
was dilated and prolapsed. There was a diminished amount of free 
hydrochloric acid in the gastric juice. Gastric mobility, notwith- 
standing the enlargement and ptosis of the organ, was not markedly 
interfered with. Malignancy could be excluded. 

The blood examination showed 2.200000 red corpuscles in i c.mm. 
The cells were unduly large and decidedly varied in size, but there 
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were no nucleated cells. There was a slight polychromatophilia. The 
leukocytes in i c.mm. blood numbered 5.500, and the differential 
count showed : small lymphocytes 37.2 per cent. ; large lymphocytes 
13.8 per cent.; polymorphonuclear neutrophiles 42.8 per cent; 
eosinophiles 6.2 per cent, and no basophiles. The amount of hemo- 
globin was 67 per cent. The color index was high, i.e. 1.5. There 
were no malarial plasmodia. 

The absence of the almost pathognomonic nucleated red corpuscles 
does not preclude that this case, which is of very recent date, is not 
one of genuine pernicious anemia. The high color index alone would 
seem sufficient to stamp it as such. As the disease progresses, the 
nucleated red cells will probably make their appearance. 

The patient is now somewhat improved, and the tongue and mouth 
s)rmptoms have entirely vanished for the time being. He is at this 
writing under neosalvarsan treatment, which is intramuscularly ap- 
plied in half the usual doses, every second week. 

The tongue, during the painful periods, resembles a mild case of 
glossitis dessicans, exhibiting fissures and indentations. 

Case III. — ^Woman, 44 years old. Extreme weakness, with symp- 
toms on the part of the intestinal tract. Malignancy can be ex- 
cluded. Complains of excruciating pain of the tongue. This is 
swollen and there is some desquamation of lingual epithelium. The 
blood shows a high color index, but, as yet, no distinct morphological 
changes. This case has just come under my observation. 

It would be mere speculation to adduce at this time a specific 
etiological reason for this inaugural symptom of pernicious anemia, 
or to attempt to delineate a possible causative connection between the 
disease itself and the symptom. That much, however, we may take 
for granted, namely, that the tongue symptom — probably the earliest 
of the quasi pathognomonic phenomena — increasing or declining 
with an exacerbation or an improvement of the patient's general con- 
dition, is not the consequence of the pernicious anemia as such, but 
that there stands the self-same cause at the foundation of both. To 
unearth this cause is the task of the future. 
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THE DIAGNOSIS OF CERVICAL OR FALSE RIB 

By S. PHILIP GOODHART 

Chief of Clinic, Mt. Sinai Hospital, O. P. D. 
New York 

A not infrequently overlooked cause of atypical brachial neuritic 
symptoms is the presence of cervical or false rib. The occurrence of 
this anomaly of skeletal development was known even to Galen, but 
our knowledge of cervical rib and its results as observed clinically 
we owe to the monograph of Wenzel Gruber, who, in 1869, compiled 
the recorded cases and added personal observation. 

As a rule, the bearer of a cervical rib is not conscious of the 
anomaly ; but this originally harmless malformation may develop into 
a source of great discomfort. 

Frequently after an exhausting disease, the surrounding fat and 
soft tissues having been reduced in quantity, the false rib may act as 
a compressing tumor. 

It is not uncommon to find tuberculous affection of the pulmonary- 
apex in cases of cervical rib. In not a few instances where the ribs 
are bilateral both apices are found affected. The symptoms caused 
by these osseous growths may affect firstly the peripheral nerves, 
those constituting the brachial plexus ; secondly, there may be neuro- 
muscular involvement; thirdly, vascular, due to pressure of the 
underlying subclavian artery; again they may be of a purely local 
nature. It is not unusual to find symptoms of a mixed character. 

Associated with the presence of cervical rib, anomalous conditions 
of the central nervous system are frequently observed. They are 
found usually in persons of a neuropathic diathesis. Their presence 
in several members of the same family has been reported. 

Once the presence of cervical rib is established, a careful exami- 
nation of the nervous system should be made. Syringomyelia or cen- 
tral gliosis of the spinal cord has been reported in a number of cases 
in which cervical rib had been previously determined. The nervous 
disease, of course, is simply an expression of the neuropathic 
diathesis. 

The cervical rib in man corresponds to the processus costarius of 
the mammal. It originates through the want of fusion between the 
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processus costarius and processus lateralis, the former continuing to 
grow. The location of the false rib is the anterior surface of the 
transverse process of the sixth and seventh vertebrae. If the pro- 
cessus costarius of the seventh cervical segment develops to an ab- 
normal size, we have what constitutes a cervical rib. Usually these 
developments as bony growths are symmetrical, though almost in- 
variably one is developed far more than the other. 

Although at an early period of fetal life there is evidence of rib 
development throughout the vertical segments, this growth continues 
normally only in the thoracic region, the cervical and lumbar vertebrae 
in this respect undergoing a retrogression. In some instances, false 
ribs are found in the lumbar region ; they do not, however, give rise 
to clinical symptoms. 

Cervical ribs are frequently observed as accidental findings at 
autopsies. They are somewhat more frequent in women than in 
men. They are bilateral in about seventy per cent, of the cases. 

I believe that cervical rib is a common etiological factor in local 
neuralgias of the arm and hand. The size of the rib is in no way 
proportionate to the extent of manifestations of symptoms. A small 
false rib not infrequently gives more intense symptoms than those of 
larger development. The nervous symptoms particularly are not so 
much the result of direct pressure, but rather a stretching of the 
plexus above the supernumerary bone. Small cervical ribs may 
cause much trouble to the patient and larger ones may be relatively 
harmless. This is due to the fact that the nerves of the plexus 
usually cross the first portion of the cervical rib and the further 
development of the bone has no effect upon the plexus. 

The first symptoms of pressure and before the stretching process 
occurs are usually subjective and sensory rather than motor. In my 
experience, the first symptom has been pain, usually radiating down 
the arm, sometimes extending into the hand. It is usually periodic 
and frequently has the characteristics of a true brachial neuritis. 
Pain in the shoulder of the same side is not infrequently complained 
of, and the patient may observe it more intensely after exercise. 
Paresthesia, hyperesthesia, or hyperalgesia may be found, and what 
is more or less characteristic is the variability of the latter symptoms. 

My observation leads me to believe that the initial symptoms re- 
lating to cervical rib very frequently manifest themselves during 
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the years of adolescence. There may be transitory pains radiating 
down the arm and into the shoulder, which often vary with the 
position of the spine. Histories of several of my patients gave the 
presence of pain while carrying school books on the affected side. 
These symptoms disappeared for years, and the characteristic evi- 
dences of cervical rib only appeared years later. 

Radiating pains in the hand and in one or two fingers have in some 
cases been the initial symptoms, in one case present only when the 
patient was doing fine needlework. I am inclined to believe that in 
these cases the pain was due to the relative position of the head and 
shoulder girdle. 

The disturbances finally caused by compression of parts of the 
brachial plexus are at first — ^that is in the initial stages — sensory 
rather than motor. Subjectively there is pain radiating into various 
parts of the arm and frequently into the hand. There are at first 
irritative symptoms lasting a variable period of time. These are 
paresthesia, hyperesthesia, or hyperalgesia; in the cases where the 
pressure is continued, there results a diminution in sensation ; that is 
hypesthesia, h)rpalgesia and thermesthesia. It is interesting to ob- 
serve that diminution of pain sensation, that is hypalgesia, is fre- 
quently much more pronounced than loss of tactile impressions. This 
is also the case with root lesions of the spinal cord. 

I have noticed as a characteristic symptom of cervical rib, and I 
do not know that it has heretofore been referred to, the typical 
sensory change to be found in that area of the arm supplied by the 
eighth cervical and first dorsal roots ; the latter may be exclusively 
involved. It is from this source that the lesser internal cutaneous 
nerve is derived. This is the nerve supply to the integument of the 
inner side of the arm, the posterior surface of the lower third as far 
down as the elbow; it connects with the posterior branch of the 
internal cutaneous nerve. The ulnar nerve is likewise involved; 
owing to the implication of the latter, the inner side of the forearm 
is usually hypesthetic. The involvement of this area alone should 
arouse the suspicion of the presence of cervical rib. 

The symptoms of cervical rib may resemble those of a lesion of 
the first dorsal branch of the brachial plexus. Several writers, among 
them Thorburn and Lewis Jones, associated atrophy of the small 
hand muscles with pressure on the brachial plexus due to false ribs. I 
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firmly believe that many cases diagnosed as progressive muscular 
atrophy, and even syringomyelia have been really instances of this 
form of skeletal anomaly. As Keene has pointed out, the muscles 
involved suggest affection of the lower cords of the brachial plexus 
rather than the upper. The wasting is especially marked in the 
thenar and hypothenar though the interossei and forearm muscles 
may be affected and even the muscles of the shoulder and the chest. 
I believe there is no doubt but that this extensive atrophy is due to 
direct trauma of the nerves rather than, as has been suggested, to the 
diminished blood supply. 

The case I originally reported in 1909, in which both ribs were 
surgically removed, tends to confirm this view. 

The circulatory disturbances due to compression of the under- 
lying subclavian artery may or may not be obtrusive. In some cases 
they are entirely absent. Unless they give rise to aneurysm the 
vascular symptoms are usually overshadowed by the neurological 
picture. The reason for this is that the subclavian artery passes in 
a normal way over the first rib. Aneurysms of the subclavian in the 
portion lying between the rib and the clavicle, in the supraclavicular 
space and thrombosis in the arteries of the upper extremity have been 
observed as the result of pressure in cases of cervical rib. Endarteri- 
tis obliterans and even gangrene of the distal ends of the fingers are 
among the results of arrested circulation. In the milder cases, the 
temperature of the arm on the affected side, that is the surface tem- 
perature, is lowered and the extremity becomes pale and bloodless 
on exertion. The subclavian vein, because of its anatomical position 
giving it abundant space, is not affected. 

The local evidences of cervical rib are not always pathognomonic. 
There is usually seen an osseous protuberance just above the middle 
of the clavicle in the cervical region ; its osseous character is easily 
determined by palpation. In addition to the subjective symptoms, the 
presence of this osseous protuberance, superficial pulsation of the 
subclavian artery on the aflfected side and pressure symptoms on the 
part of the brachial plexus warrant the guarded diagnosis of false 
rib. The X-ray will usually confirm the diagnosis. However, even 
the X-ray plate is sometimes difficult of correct interpretation. 

Scoliosis is very commonly associated with cervical rib. Their 
relationship as to cause and effect is variously regarded. I do not 
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believe that scoliosis is due to simple mechanical effect of cervical 
rib. Among four hundred cases of scoliosis, one author, Helbing, 
demonstrated by X-ray that two per cent, were accompanied by cervi- 
cal rib. In the scoliosis associated with cervical rib there are two 
characteristic features, namely, a high position of a very rigid 
scoliosis associated with a slight malposition of the head, a tendency 
to a constant rotation of the latter, together with an asymmetry of 
the face and a resulting difference in the contour of the neck and 
of the shoulder on the two sides. I personally believe that the 
rational treatment of cervical rib, giving rise to pronounced symp- 
toms, is surgical removal. In the case I reported in 1909 the bilateral 
ribs were successfully removed. The subsequent improvement, ces- 
sation of pain, and of the rapidly progressing muscular atrophy con- 
firmed the wisdom of surgical interference. It is not to be inferred, 
however, that all cases demand or even warrant surgical removal of 
the false rib. Only when obtrusive symptoms appear, such as in- 
tense pain, muscular atrophy or interference with circulation due to 
pressure or obstruction — only then, I believe, should removal be 
advised. 



SUSCEPTIBILITY OF CATALEPTIC SUGGESTION AN 
EARLY SIGN IN TYPHOID FEVER 

By EDWARD E. CORNWALL 

Attending Physician, Williamsburg and Norwegian Hospitals; Consulting 
Physician, Bethany Deaconess Hospital 

Brooklyn- New York 

The writer has observed in many cases of typhoid fever during the 
last, five years, what seems to be an excessive or abnormal suscepti- 
bility to cataleptic suggestion, and this at a comparatively early 
stage of the disease. So regularly, and in such a large proportion of 
the cases tested for it, has this susceptibility been found, that he 
deems it worthy of mention. 

The technic of this test, as he applies it, is as follows. Without 
saying anything to the patient, or even catching his eye, he takes hold 
of his arm gently and firmly, and raises it suddenly and straightens 
it out, so that it stands vertically from the body. He may or may 
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not also stroke it once or twice gently in the upward direction, and 
straighten out the fingers. If the arm and hand remain stiffly in 
the position in which they are placed for a short time, or until pushed 
back to the bed, the response to the test is considered positive. 

In typhoid fever, even at an early stage, the response to this test 
can usually be elicited, and in a manner which more or less clearly 
differentiates it from the response which may be secured in other 
conditions. Most patients, whatever their disease, or even in health, 
if the physician suddenly raises one of their arms and stiffens it 
out, will hold it in the position in which it is placed at least for a 
few moments, from the simple effect of the suggestion ; but in most 
conditions the patient's eye or attention is obviously fixed on the 
physician, and as soon as he withdraws his attention from the 
patient the arm will drop. The response, in these other cases, is 
usually less distinctly cataleptic, that is, the voluntariness of the re- 
.sponse, so to speak, is more apparent, and the movements are more 
jerky. 

In conditions of fever other than typhoid, particularly pneumonia, 
the writer has tried this test, and found the response generally dif- 
ferent from that in typhoid, less characteristically cataleptic. 

The diagnostic significance of this test in typhoid fever is not 
very great by itself, because it can be elicited to a certain extent in 
other conditions. Whatever value it has is mainly corroborative, 
taken in connection with other signs and symptoms ; and this value is 
enhanced by the fact that it can be employed comparatively early in 
the disease. 



SOME POINTS IN THE DIAGNOSIS OF 
"ARTERIOSCLEROSIS" 

By LOUIS FAUGERES BISHOP 

Ginical Professor of Heart and Circulatory Diseases, Fordham University 

School of Medicine ; Physician, Lincoln Hospital : Consuhant in 

Cardiovascular Diseases, Mercy Hospital, Hempstead 

New York 

As a diagnosis, arteriosclerosis has become very popular of late 
years, and yet in the minds of many it is not clear what is meant by 
the name. In fact, there is no substantial agreement among writers, 
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and a review of literature will discover the fact that one set of writers 
have simply regarded the pathologic anatomy of the blood vessels 
while others have in mind a general degenerative disease that carries 
off a large proportion of the human race, and the mortality from 
which has doubled in the last thirty years. 

It has been the author's custom to diagnose arteriosclerosis in the 
presence of certain general symptoms which betoken degeneration, 
and in which the heart and blood vessels take a particular part. To 
be sure, it is a matter of choice whether this condition shall receive 
its name from the kidneys and be called Bright's disease; from the 
heart, and be called enlargement of the heart; or from the whole 
body, and be called pre-senility. 

Many authors have remarked on the fact that this general disease, 
known by custom as arterial disease, would be better understood if 
known by a different name, but no one has suggested a satisfactory 
term as a substitute. I venture to predict that when the name does 
come, it will be through an advance in our knowledge of bio-chem- 
istry, and will refer to the chemical relations of the cells to their 
pabulum, a condition now often hinted at by the general term, "dis- 
turbance of metabolism." 

I am willing to venture the diagnosis of arteriosclerosis whenever 
a person is found suffering, in the absence of any detectable local 
disease, from a general deterioration of the health, from an increas- 
ing cardiac discomfort on exertion, from a slight albuminuria, from 
irregularities of the blood pressure, and the persistent presence of 
indican in the urine. 

The correctness of this diagnosis is confirmed by a history of the 
abuse of protein foods, of an attack of one of the predisposing dis- 
eases, or great nervous strain. 

There is a local disease of the arteries which may well be classi- 
fied as endarteritis, and there is the atheroma that develops almost 
physiologically with age, and with syphilitic disease. The arteries 
are also occasionally subject to acute inflammation. All these things 
have very little to do with the general degenerative condition which 
is commonly known nowadays as "hardening of the arteries" or "ar- 
teriosclerosis." The latter I believe to be a disease of the cells of 
the whole body from which the circulatory organs do not escape, and 
is founded upon a disturbance of the relation of the cells to protein 
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derivatives with which they must deal in the processes of metabolism. 

The diagnosis is to be made more from a careful study of the 
individual and his bio-chemical relations than from a direct exami- 
nation of the arteries. Some individuals in advanced life have 
tremendous thickening of the arteries from atheroma and yet are 
not suffering from this disease, and these may reach a great age. 
On the other hand, many men around middle life are developing this 
"arteriosclerosis" without more than slight changes in their arteries. 

Abnormalities of blood pressure or kidney secretion, unaccount- 
able neurasthenic symptoms, or any condition leading to abnormal 
consciousness of the functions of the circulatory organs should lead 
to a broad examination of the individual, with this degenerative 
disease in mind. 



ON THE DIAGNOSIS AND PROGNOSIS OF GONOR- 
RHEAL ARTHRITIS 

By SIGMUND EPSTEIN 

Chief Orthopedist, German Polyclinic ; Clinical Assistant, Orthopedic Depart- 
ment, Mount Sinai Hospital Dispensary 

New York 

The economic importance of a correct diagnosis of gonorrheal 
arthritis arises from the peculiarly chronic nature of the disabilities 
resulting therefrom. The possibilities under early treatment are 
gratifying to both the attendant and patient, whereas failures to 
judge accurately, in time lead to long invalidism. If there is any 
form of joint disease that, more than any other, requires a nice 
etiological tracing, it is the gonorrheal infection. 

The necessity for a bacterial examination of a vaginal discharge 
is conceded; the mucosa, however, occasionally fails to present the 
evidence of gonococci in the female genital secretions, — or they may 
be too deep-seated for the smear. As an aid to diagnosis, I would 
first place the fact that, in women, this is usually a monarticular 
affection, — the wrist, or one knee, being attacked. In the early 
stages we have swelling without redness, periarticular edema and in- 
y^ filtration, extreme sensitiveness to motion, and exquisite bone- 
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tenderness over the affected joint. The age of the patient is of no 
diagnostic value, a female child of two, and a woman over fifty, are 
now under my care. The complement deviation test has been a 
welcome and successful aid, on several occasions. As the orthopedist 
encounters them, fibrous adhesions and bony ankylosis mark the 
ravages of the invader. Skiagrams reveal the obliteration of joint 
cartilages and bone atrophy, whereas in bone tuberculosis we have 
bone destruction. Bony osteophytes about the condyles of a knee, 
or sharp spicules about an acetabulum argue in favor of an in- 
fectious inflammation of the joint at some previous time. A per- 
fectly stiff hip, or a rigid elbow at the nearly-extended position, 
coming on acutely, in a young woman previously well, has always 
led to the search for gonorrhea. Of some value are the duration of 
acute symptoms, the failure of salicylates, the prompt relief from 
plaster of Paris immobilization, and of great value, — the presence of 
moderate muscular atrophy. 

In infants, there is the history of a ward infection and vulvo- 
vaginitis. 

In young adult males, if there^is one combination of clues to a 
rapid working diagnosis, it is the picture of two painful heels, one 
tender, swollen metatarsal arch, plus a stiff, aching, lumbar spine. 
Further items in the differential diagnosis : the complement-deviation 
test mentioned, a prostatic secretion containing gonococci or bacteria, 
pus or shreds in the urine, and, of great significance, the history 
of a previous "rheumatism" occurring during the course of a 
gonorrhea. A painful, immobile, spinal column in a young man, 
especially if the deformity consists of a gradual bowing, will show in 
the X-ray, the small osteophytic outgrowths at the edges of vertebral 
bodies, the causes of gonorrheal backache. As to the anti-gonococcus 
serum, many observers agree to its uselessness as a therapeutic, as 
well as a diagnostic agent. The leukocyte count, just as in any in- 
flammatory condition of a mild, avirulent, nature, reveals a mild 
polynuclear increase. Two instances of the far-from-the-beaten- 
track types of histories that defy text-book classification : A young 
man consulted me for a painful soreness of the heels and metatarsal 
regions, that had come on suddenly, two weeks before. He gave a 
history of a gonorrhea eight, and another, five years ago. He pre- 
sented well-formed feet (*'good arches") and tenderness in all the 
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muscles of the plantar surface, and considerable sensitiveness of all 
the metatarsal heads. Diagnosis: myositis. Treatment: rest in 
bed for a few days, external applications, and diet. Later, on the 
advent of arthritis of the thumbs, shoulders, and elbows, he sought 
advice again. The case was at once clarified by the examination of 
the prostatic secretion, which proved to contain staphylococci and 
gonococci. Another man of fifty-six, a grandfather, complained of 
similar **rheumatics" in the feet, for which his family physician had 
been diligently ordering salicylates, externally and internally, for 
two months. He had a history of a posterior urethritis when a 
youth, and had been operated upon for "cystitis" twelve years be- 
fore. The report from the genitourinary surgeon showed that a 
prostatitis, with mixed bacteria in the expressed secretion, was at 
the bottom of his trouble. Skilful local treatment, as well as thermal 
measures, produced rapid results. 




Characteristic of gonorrheal infection is the exostosis on the 
under surface of the os calcis : a small, not circumscribed, periosteal 
spicule situated exactly at the origin of the small flexors of the toes, 
directed downward. (Fig. 3.) A diffuse periostitis of the entire 
inferior surface of the heel (Fig. i) often does occur in gonorrheal 
cases, but other acute bacterial infections can produce the same 
interesting lesion. In osteo-arthritis we have bony deposits of a 
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different variety. They consist of deposits that throw a dense 
shadow, are well circumscribed, and can usually be said to be larger. 
These "gouty" or "rheumatoid" excrescences can be easily felt in 
the fat pad under the heel. (Fig. 2.) 




Fig. 2 




Fig. 3 

Flat-foot can be differentiated by the gradual onset of a tired 
aching at the inner side of the tarsus, by the "rolled-out" appearance 
of the foot, and by absence of the point of exquisite tender- 
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ness at the center of the under surface of the heel. There are times 
when the Rontgen ray is necessary to distinguish the two conditions. 
When we consider prognosis, besides the usual factors of individual 
resistance, virulence of organism, etc., the notorious tendency of 
the gonococcus to leave a fibrous scar, must be borne in mind. Just 
as the urethral stricture forms a narrowing band, so do the capsular 
contractions and adhesions restrict the function of a joint. There- 
fore, unless the infection has been mildly synovial, temporary stiff- 
ness, at least, must be looked for. In the greater number of cases, 
a painless, useful, movable, joint can be predicated, especially if the 
adhesions are fibrous. After bony ankylosis has taken place surgery, 
whether bloodless or otherwise, is impotent. When bony union is 
complete, there is usually a relief from pain. A good prognosis can 
be given in gonorrheal flat-foot, both as to symptoms and to func- 
tion. In every other joint lesion of infectious origin, early diagnosis 
and efficient immobilization are the sine qua non of deformity-pre- 
vention, — gonorrheal rheumatism is no exception. In conclusion, 
we must point out the remarkable results of seminal vesiculotomy in 
prolonged, chronic cases, as practised by Fuller. He has reported a 
number of such cases whose joints were free from pain and swell- 
ing, forty-eight hours after operation. 



A DIFFERENTIAL STUDY OF PRURIGO NODULARIS 
AND URTICARIA PERSTANS 

By RICHARD L. SUTTON 
Kansas City, Mo. 

There exists a small group of persistent, papular dermatoses the 
various members of which resemble each other in some respects, but 
differ greatly in others. The most prominent symptoms shared in 
common are itching and chronicity. On the other hand, in a typical 
example of any one of the disorders the contour, distribution and 
history of the lesions generally are distinctive, and the histological 
changes more or less so. 

Of the various diseases that might be included in this group, acne 
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urticata Kaposi (Path. u. Therap. d. Hautkrankheiten, 4. Aufl,, 
Wien, 1893, p. 529), Loewenbach (Arch. f. Dermat. u. Syph., xlix, 
July, 1899, p. 29), Touton (Verhand. d. deutsch. Dermat. Gesell., 
VI), Fox and Fordyce (Jour. Cutan. Dis., 1902, p. i), Haase 
(Jour. A. M. A., 191 1, Ixvi, p. 174), papular eruption of the axilla, 
prurigo nodularis (Hyde, Diseases of the Skin, Phila., 1909, p. 174), 
(the lichen obtusus corneous disseminatus of Brocq) (La Pratique 
Dermatologie, Vol. 3, p. 201 ; Traite Elementaire de Dermatologie 
Pratique, Vol. 2, p. 50) and urticaria perstans (Pick, Zeitschr. f. 
Heilkunde, 1881, p. 417; also Fabry, Arch. f. Dermat. u. Syph., 
1900, liv, p. 3, and Crocker, Trans. Internat. Congress, Rome, 1894, 
p. 34) are the better known. 

In acne urticata the lesions, which are rounded, urticaria-like 
elevations with smooth surfaces, are irregularly distributed over the 
face, neck and shoulders. Occasionally the extremities also are 
involved (J. Baum, Ikonographie Dermatologica, fasc. I, 1906, fig- 
ures 3 and 4). They are usually accompanied or preceded by itching. 
In the course of a few days, central vesiculation, with subsequent 
slight ulceration, occurs, and by the time the ensuing crust becomes 
dry and falls off the papular or wheel-like base has disappeared and 
only the minute, circular or oval, depressed cicatrix is left to mark 
the site of the former tumor. The average duration of a single 
lesion is only six or seven days. Histologically, the most important 
changes are found in the vicinity of the hair follicles and sebaceous 
glands, and consist of exudation and round cell infiltration, with 
edema of the collagenous elements and vacuolation of the super- 
jacent prickle cells. The etiology is problematic. While the dermal 
involvement and destruction are more superficial than in acne varioli- 
formis, and in their inception the efflorescences of the two disorders 
differ somewhat, the resemblance is sufficiently striking to warrant 
their inclusion in the same general category at least. The brief 
duration of the individual lesions alone is sufficient to differentiate 
the disease from the other members of the group under considera- 
tion. 

In the condition reported as "A Rare Papular Disease Affect- 
ing the Axillary Region" by Fox and Fordyce, the eruption consisted 
of numerous small, firm, smooth, rounded papules, normal or pinkish 
in color, and confined mainly to the axillary region. The itching 
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was intense, and paroxysmal in character. Treatment was without 
result. Histologically, Fordyce found a hyperkeratosis of the intra- 
epidermic portions of the coil gland ducts and the follicular orifices, 
acanthosis in the neighborhood of the sweat ducts and hair follicles, 
mechanical dilatation of the coil gland ducts, with resulting altera- 
tion in the epithelial lining, and inflammatory changes of a chronic 
character in the derma. In the three cases that have been reported 
the distribution of the lesions and the nature of the subjective s)mip- 
toms have been so typical that a mistake in diagnosis is not probable 
if the observer is at all familiar with the manifestations of the 
disease. v 

The symptomatology of prurigo nodularis, a disorder first de- 
scribed by Hardaway (Arch. Dermat, N. Y., April, 1880), in 1880, 
and later studied by Morrant Baker (cited by Crocker, Diseases of 
the Skin, 3d ed., Phila., 1908, Vol. I, p. 162), Johnston (Jour. Cutan. 
Dis., 1899, p. 40), J. V. Hjelmann (Progres Med., Jan. 27, 1900, 
p. 60), Schamberg and Hirschler (Jour. Cutan. Dis., 1906, p. 151), 
Charles J. White (Jour. Cutan. Dis., 1907, p. 385), Hyde (Diseases 
of the Skin, 8th ed., Phila., 1909, p. 174), Fasal (Verhand. d. Wiener 
Dermat. Gesell., Dec, 1911) and others, has been admirably covered 
in a recent paper by Zeisler (Jour. Cutan. Dis., 1912, p. 654). 

The dozen or more cases of prurigo nodularis reported up to this 
time have been almost exact clinical duplicates. Nearly if not all 
of the patients have been women, between the ages of twenty-five 
and fifty, and the lesions, which were pea to hazel-nut sized, smooth, 
scaly or verrucous nodules, were irregularly scattered over the upper 
and lower limbs, and were accompanied by intense itching. The 
onset of the disease is usually gradual, extending over a period of 
weeks or months, and the affection is an exceedingly chronic one 
(in Hardaway's case the tumors had been present twenty-two years). 
In a considerable percentage of the cases reported, removal of the 
growths had been followed by recurrence. In the majority of 
instances the earliest lesions were papular, but in a few cases ery- 
thema, followed by vesiculation, preceded the development of the 
characteristic nodules. A few of the patients gave histories of 
urticarial attacks, but this was not typical, and no direct relationship 
between the transient disorder and the persistent one could be traced. 

Histologically, White (loc. cit.) found hyperplasia of the epi- 
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dermis, with signs of lateral compression and attenuation of the 
cells of the palisade layer, and nuclear vesiculation in the inter- 
papillary regions. 

At the summits of the papillae the rete was reduced to a com- 
paratively few layers of much altered cells. In the higher levels 
the lateral compression was not so great, and the constituent elements 
were more nearly normal, although the reaction to the various 
tinctorial agents was changed throughout the prickle layer. The 
granular stratum was markedly affected, oval cavities, with central 
or peripheral, exceedingly minute granular masses taking the place 
of the usual protoplasm and nuclei. 

The stratum corneum was composed of layer upon layer of densely 
packed or reticulated cells which were free from nuclei, blood cells 
and bacteria. The papillary layer was highly accentuated, with dis- 
tended but empty lymph spaces and dilated and tortuous capillaries. 
In the neighborhood of the subpapillary blood vessels were dense, 
isolated masses of round cells which resembled lymphocytes. The 
collagen bundles were rather swollen and somewhat granular, but 
connective tissue nuclei were not numerous and interstitial infiltra- 
tion was absent. The adnexa of the skin, when present, was normal 
with the exception of the nuclei of the coil glands, which were some- 
what vesicular and showed an unusual amount of granulation. 

The coagulation time of the blood (Wright's instrument being 
employed) was two minutes and fifty seconds, and the calcium con- 
tent, reckoned in terms of calcium oxalate, was i : 600. 

In Johnston's case. Professor William H. Welch found marked 
cellular infiltration about the nerve trunks in the affected areas, and 
it has been suggested that this involvement might account for the 
intense pruritis which is so characteristic a feature of the disease. 

Urticaria perstans is the name given to those cases of urticaria in 
which small, persistent, wheal-like, lichenoid or verrucous tumors 
develop from, or accompany, the ordinary lesions of urticaria. When 
the transient disorder is factitiously produced by scratching, the per- 
sistent nodules also respond by becoming hyperemic and more 
prominent. After the condition has existed for some time the 
individual lesions distinctly differ from those of both urticaria papu- 
losa (Colcott Fox, British Jour. Dermat., May and June, 1890) and 
ordinary urticaria chronica, the clinical picture sometimes resembling 
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that of a widely disseminated but sparsely implanted lichen planus 
hypertrophicus. 

The majority of the patients have been adults, the sexes being 
about equally affected. The duration of the individual tumors has 
varied from several months to two years or more. In some instances, 
as in a case recorded by Crocker (Diseases of the Skin, 3d ed., Phila., 
1908, Vol. I, p. 162), the lesions may persist for a year or more and 
then, from no apparent cause, suddenly undergo involution and 
disappear in the course of four or five days. 

The histologic changes have varied somewhat in the reported 
cases, but in the majority of instances the findings have simulated 
those of urticaria papulosa. The dense, sharp, rectangular infiltra- 
tion in the upper corium, so characteristic of lichen planus, has been 
entirely lacking, as has also the excessive corneus thickening, acan- 
thosis, intracellular alterations and alpine-like papillary hypertrophy 
of prurigo nodularis. 

During the past year I have had under observation a typical 
example of prurigo nodularis and a fairly representative case of 
urticaria perstans. 

The findings are of interest in that they serve to bring out the 
main differential points between the two conditions. 

Case I. — L. H., female, single, stenographer, aged thirty-one, re- 
ferred by Dr. J. A. Dillon, of Lamed, Kansas. The patient was a 
native of Missouri and a resident of Kansas. The cutaneous history 
of the family was negative. Aside from a seborrheic dermatitis of 
the scalp, the patient had never before suffered from a disease of the 
skin. 

About three years prior to the date of consultation, the patient first 
noticed a slight hyperemic area, accompanied by intense pruritus, 
on the inner surface of the right thigh. The itching was worse at 
times than others, although the exacerbations could be traced to no 
particular cause. At the end of two months the patient found that 
the reddened area had lessened in extent, but that a small, thickened, 
scaly patch, measuring about 0.5 by i cm., had developed near the 
center. The itching, which was paroxysmal in character, but exceed- 
ingly severe, was confined to this lesion and its immediate vicinity. 
At no time was a generalized pruritus present, and the usual mani- 
festations of urticaria were entirely absent. In the course of a few 
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months other nodules appeared, until, at the end of a year and a half, 
there were over thirty of the tumors scattered over the lower limbs. 

During the past twelve months two or three of the lesions had 
disappeared spontaneously, leaving a brown coloration, which per- 
sisted for several weeks. 

Examination : The patient was a brunette, five feet and three inches 
tall, and weighed io6 pounds. There was no reaction to a von Pirquet 
tuberculin application, and a Wassermann test gave a n^ative result. 

The coagulation time (Duke's method) was normal, 7 minutes, 
and the calcium content was i : 1600 (normal i : 1500, in terms of 
ammonium oxalate). The hemoglobin was 85 per cent., Tallquist's 
scale, and the red and white counts normal in both numbers and 
quality. An analysis of the urine revealed nothing pathologic. The 
patient's skin on parts other than the lower limbs was unaffected. 

Scattered irregularly over the legs and thighs was a number, 
forty or more, of round or oval, grayish or brownish, scaly nodules. 
The tumors were from i to 3 cm. in diameter, slightly elevated, and 
covered with large, rough, tightly adherent scales. The earlier lesions 
were small; reddish papules, while the older ones were lighter in 
color, usually oval in outline, and of such irregular surface contour 
as to make them appear almost verrucous. Many were torn and 
bleeding as a result of scratching. 

For laboratory purposes five of the nodules were excised, care 
being taken to secure tumors at various stages of development. The 
material was fixed in 4 per cent, formalin solution, and cut in a 
freezing microtome or dehydrated and mounted in paraffin and sec- 
tioned serially. For staining purposes the usual agents were em- 
ployed, with the addition of Bielchowsky*s combination for nerve 
elements. 

The pathological changes at various stages of the disease were 
essentially the same, the alterations differing only in degree. In the 
small, papular lesion which had existed but a few weeks the comeus 
hyperplasia, the acanthosis, papillary hypertrophy and corial infiltra- 
tion were as characteristic as in the old, hyperkeratotic lesions which 
had persisted for many months. The histopathologic picture varied 
but little from those described by Heitzmann, Johnston, Schamberg 
and Hirschler and White. In some of the sections from the older 
nodules changes in the coil gland ducts were found similar to those 
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occurring in Fox and Fordyce's papular eruption of the axilla. As 
might be expected, the granular layer of the epidermis was aflfected 
somewhat less in the earlier lesions than in the more mature ones. 

In one of the older tumors, situated on the outer side of the right 
knee, three large epithelial "pearls" were found in the corium. There 
was no evidence of carcinomatosis, and clinically the lesion differed 
little, if at all, from those located elsewhere. 

In the majority of the nodules the corneus thickening was much 
greater than usual, in this respect resembling those occurring in 
Schamberg and Hirschler's first case. The elastic tissue was some- 
what diminished in amount in the papillary region, although the indi- 
vidual strands appeared to be but little affected. 

As in Johnston's case, the cellular infiltration was greatest in the 
neighborhood of the vessels and immediately surrounding the nerve 
trunks. In one of the specimens stained by Bielchowsky's method 
apparently excessive numbers of encapsulated nerve endings were 
found in some of the papillae. These organs, which were of con- 
siderably less bulk than Meissner's tactile corpuscles, were irreg- 
ularly arranged (not unlike a branch of cherries) in the long axes 
of two slender but much elongated papillae, and were undoubtedly 
subject to undue pressure from both the immediately adjacent inter- 
papillary bodies and the more distant, but probably no less effective 
corneus plugs which projected well downward into the rete. In the 
opinion of my friend, Dr. A. L. Skoog, who has had much practical 
experience in nerve pathology, the occurrence of these structures 
in this locality may be of importance in so far as the intractable 
prtfritus is concerned. The fact that 200 similarly prepared sections 
from the same location in a healthy individual of the same age 
failed to show anything would tend to support this theory, although 
the seemingly erratic manner in which nerve endings of this type 
are distributed over the major portion of the body renders the task 
of locating them with any degree of exactness an exceedingly difficult 
and uncertain one. 

Case II. — A. W. M., male, married, sales manager, aged forty- 
four. The cutaneous history of the family was negative. Although 
the patient's general health had always been good, he had suffered 
repeatedly from attacks of urticaria ever since he could remember. 
The ingestion of certain articles of food, particularly shell fish or 
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strawberries, would almost invariably precipitate an attack, but fre- 
quently the exacerbations occurred without appreciable cause, and 
lasted several hours or longer. 

During the past two years he had noticed that while the majority 
of the lesions were evanescent, a few were not, and failed to disap- 
pear between attacks, although they gave rise to little or no discom- 
fort during the quiescent periods. At the time of consultation, four 
of these large, flat papules had been present for over a year. 

Examination: The patient was a large, well-built, florid indi- 
vidual, with yellow hair and blue eyes, and a smooth and exceedingly 
sensitive skin. The urine was normal. The coagulation time of 
the blood was 93-5 minutes (Duke's method), and the calcium con- 
tent, reckoned in terms of ammonium oxalate, was i : 1800. The 
vasomotor mechanism of the cutaneous vessels was so sensitive 
that at any time factitious lesions could be readily produced by 
slightly scratching the surface of the skin. 

At various points on the body and limbs, midway between the 
left nipple and the anterior axillary fold of the left axilla, in the left 
groin, on the outer side of the left leg, and on the right side of the 
chest, in the mid-axillary line, were situated large, flat, very slightly 
scaly, reddish papules, which averaged about i cm. in diameter, of 
oval or irregular outline, and from 0.2 to 0.4 cm. in height. When 
the skin in the immediate neighborhood of the papules was irritated, 
the hyperemia was shared by the chronic lesion, which not only 
became brighter in color, but also itched with greater or less in- 
tensity. 

For microscopical examination two of the tumors, the one near the 
left knee and the one on the right side of the chest, were excised. 
The material was fixed in formalin, mounted in paraffin, and serial 
sections made. For staining purposes, methylene blue (Unna-Pappen- 
heim), hematoxylin, hematoxylin-eosin, Weigert's solution, and the 
Gram-Weigert combination were employed. 

In passing, it may be stated that at the time the biopsy was per- 
formed the papules were in an unirritated state. The histological 
changes varied but little in the two specimens. The comeus layer 
was a trifle thicker than usual, but otherwise it was normal. There 
was decided acanthosis of the rete, with considerable edema through- 
out the layer. The granular stratum was present in all the sections 
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examined, although many of the component cells were swollen and 
misshapen, the nuclei often sharing the edema and staining poorly 
and unevenly. The cells comprising the basal layer were arranged 
less regularly than usual, and here, as in the overlying prickle region, 
intra- and intercellular edema were the most prominent feature. The 
intercellular spaces were much widened, the excessive dilatation often 
resulting in rupture of the filamentous bridges. 

An occasional leukocyte was found wedged in between two widely 
separated prickle cells. The papillae were hypertrophied and swollen. 
The interpapillary vessels, both vascular and lymphatic, were enor- 
mously dilated. 

The collagen bundles were illy defined, and reacted poorly to the 
various tinctorial agents. The cellular infiltration was greatest in 
the subpapillary region, dense collections of round cells and poly- 
nuclears being scattered profusely throughout this area. The ca- 
pillary walls were stretched and thinned. No signs of endothelial 
proliferation were found. 

Although the infiltration was greatest in the region immediately 
underlying the papillae, isolated masses of lymphocytes were found 
throughout the lower strata of the corium. Elastin was present in 
all of the layers, but the strands were more delicate and longer and 
straighter than in normal tissue. The sections stained by the Gram- 
Weigert method showed no microorganisms below the level of the 
comeus layer. 

Treatment: The first case here reported had previously been 
under the care of two dermatologists and several general medical 
men. Although a correct diagnosis had not been made, almost every 
conceivable plan of treatment had been tried. Little or no benefit 
had resulted from X-radiation, and exposure to the ultra-violet lamp 
appeared to intensify rather than ameliorate the symptoms. At the 
time I was consulted, the itching was exceedingly troublesome and 
annoying. Of the various remedies prescribed for its relief, Bron- 
son's oil (Med. Rec, Oct. 24, 189T, also Med. News, April 18, 1903) 
was by far the most efficient. In my endeavors to get rid of the 
nodules, none of the usual keratolytics, including trichloracetic acid, 
as recommended by Davis, proved of permanent value. Finally the 
lesions were thoroughly and repeatedly frozen, with carbon dioxid 
snow (Pusey). The reaction was quite severe, and the lesions healed 
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very slowly, but the ultimate results were comparatively good. At 
this time, seven months having elapsed, the patient is comfortable, 
never having more than an occasional mild attack of pruritus. One 
or two applications of the oil relieves these, and as the intervals be- 
tween the attacks gradually becomes longer and longer, I beUeve that 
a complete cure will finally result. 

The refrigerating agent proved so helpful a remedy in the case 
of prurigo nodularis that when the patient with urticaria perstans 
came under observation the same procedure was adopted. In so far 
as the papules were concerned the result was all that could be de- 
sired, one thorough freezing being sufficient to remove all trace of 
the offending lesions. The cutaneous irritability persists, however, 
despite the continued use of calcium lactate and other approved 
drugs. 

I am indebted to Dr. W. W. Duke for the data on coagulation 
tests, and to Dr. Roy Cross, of the Kansas City Testing Laboratory, 
for the calcium estimations. 



IS THERE ANY REASON WHY THE OPHTHALMO- 
TUBERCULIN REACTION SHOULD BE ABANDONED? 

By JACOB GUTMAN 

Director, Pathological Laboratory, Jewish Maternity Hospital; Attending 

Physician, St. Mark's Hospital Clinic 

Brooklyn-New York 

The early diagnosis of the various forms of tuberculosis, par- 
ticularly of the incipient variety of pulmonary tuberculosis and latent 
involvement of other organs, is still a matter occupying the attention 
of the medical profession and a problem demanding solution. Not- 
withstanding the enormous labor expended by numerous investi- 
gators throughout the world for the purpose of establishing reliable, 
definite tests for the diagnosis of this well-known plague of hu- 
manity, the whole subject is still in its infancy. The early diagnosis 
of pulmonary tuberculosis is as important as the early diagnosis of 
cancer, and as the former affects a much greater percentage of our 



Digitized by 



Google 



Gutman: The Ophthalmo-Tuberculin Reaction 351 

population, the younger, more valuable and more active element in 
the life of our country, its eradication is of so much greater im- 
portance, and is even more imperative than that of cancer. Tuber- 
culosis cannot in the present light of our knowledge be cured in its 
later stages, but only at its incipiency ; hence the necessity of recog- 
nizing it in its earliest stages. For this purpose numerous methods, 
laboratory, chemical, biological, etc., have been devised and em- 
ployed, and yet we still seem to resort to the antiquated, perhaps 
reliable, but at the same time not very refined methods of physical 
diagnosis. Especially does the majority of practitioners of the 
older, more conservative class persist in clinging to the older method, 
almost to the entire exclusion of the newer means of diagnosis. 
Surely there must be some reason for this, as even the most re- 
actionary practitioner cannot afford in these days of scientific 
progress to adhere to worn-out methods of examination and diag- 
nosis, and ignore the demands of an insistent public. The reason 
for this orthodoxy lies in their distrust of other methods, a doubt 
resulting from the keen disappointment of the entire medical pro- 
fession over the announcement and subsequent failures of a num- 
ber of new methods of diagnosis of tuberculosis. Perhaps such 
misgivings were justified in the past, but lately with the advanced 
study of immunity, anaphylaxis, allergy and other properties of blood 
serum, the serological methods of diagnosis of tuberculosis have 
proved their reliability and value and have come forward to stay. 

Since 1890, when Robert Koch detected the differences in the 
reactions called forth by the injections of tuberculin in tuberculous 
and non-tuberculous individuals, these differences have been utilized 
for the purpose of diflFerentiation between infected and non-infected 
individuals. A great deal of attention, perhaps no less than that 
given to the syphilitic serological test, was given to tuberculosis tests. 
A number of new methods of application of tuberculin have since 
been proposed and numerous modifications established, all based on 
the same principle, but not all of them practical enough to be com- 
monly used. 

It is not my intention to enter here upon the merits or short- 
comings of all the tuberculin methods of diagnosis, but it is my desire 
to consider the objections against one of them, the WolfT-Eisner or 
Calmette ophthalmo-tuberculin reaction and to ascertain why it has 
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been lately so grossly attacked and its use practically abandoned in 
favor of another, the cutaneous method of v. Pirquet. For this 
reason I should like to compare the advantages and disadvantages 
of the two and determine whether the differences are really suffi- 
ciently great to warrant the diametrically opposed opinions held by 
the adherents of the two tests. 

The Pirquet method is to-day the most widely known and exten- 
sively practised vaccination test for the diagnosis of tuberculosis. 
Admitting that it is quite simple in its application, practical in its 
technic and within easy reach of every practitioner does not elimi- 
nate the question, whether it is reliable enough and really fulfills the 
purpose for which it is intended when applied in adults. In young 
children, if the test results in a positive reaction, it signifies that 
there is some kind of a tuberculous process present in their organism. 
Usually, on account of the youth of the patient, it is his first in- 
fection. The test thus becomes serviceable in the separation of 
tuberculous from non-tuberculous cases and in the detection of recent 
infections. But in the cases of adults certain differences present 
themselves. Generally, when we apply a tuberculin test in adults, 
we do so with the object of determining whether that individual is, 
at that particular time affected with active tuberculosis. Therefore, 
a positive reaction induced in such an individual by an old, long 
healed tuberculous focus, or a scrofulous gland of childhood would 
not really be the correct information sought for, and would not 
only be of little service, but even misleading. It has been proved 
that the Pirquet test gives positive reactions in many individuals in 
whom by most careful physical examinations or other methods of 
diagnosis tuberculosis can be excluded. These reactions are prob- 
ably not incorrect, as has often been demonstrated, but are brought 
about by the presence of long extinct tuberculous infections impos- 
sible of detection by any other means than by this test. But such 
positive reactions do not inform us, whether an active process exists 
within the organism of the individual just at the time of the applica- 
tion of the test. With the tuberculin injections as practised by 
Koch and with the ophthalmo-tuberculin method as proposed by 
Wolff-Eisner and Calmette, however, more accurate information 
is elicited. These are responsive to active tuberculous infections 
e.vclusively and to none others. But the Koch tuberculin injections 
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present a great many difficulties and demand considerable experi- 
ence in their handling and interpretation; while the second, the 
ophthalmo-tuberculin test is devoid of the above drawbacks and yet 
it has lately been subjected to a great deal of criticism and con- 
demnation. In this country it has never gained much of a foothold ; 
abroad it has enjoyed quite a reputation until several investigators, 
some as prominent as Roepke and Bandelier, others less so, have 
come forward claiming not only its uselessness as a diagnostic agent 
in active tuberculosis, but even denying it any action in any kind of 
tuberculosis, whether active or latent. Some have even gone fur- 
ther than that and declared its use as extremely dangerous, advising 
strongly against, its employment for any purpose whatsoever. They 
claim to have encountered some of the severest forms of eye dis- 
turbances resulting from the instillation of the tuberculin into 
the eye. 

These accusations are in my opinion positively unjustified and 
perhaps wholly unwarranted. While the test may have some draw- 
backs, some imperfections, yet as a whole it is extremely valuable 
and surely free from the dangers depicted. These imperfections 
have been greatly exaggerated by some antagonists of this test. 
Yet it possesses a number of firm advocates who uphold its useful- 
ness, reliability and harmlessness. 

Blackwood (Sixth Annual Report, Henry Phipps Institute, U. of 
P. p. 126) in his conclusions after experimenting with the ophthalmo- 
tuberculin test states as follows : 

1. No injurious results have been obtained in any of the eyes 
tested by this method. 

2. Cases in which the previous lesion was healed gave a negative 
reaction. 

3. There may be a recurrence of the reaction upon the lighting 
up of a pleurisy. 

4. The severity of the reaction has no relationship to the extent 
of the pulmonary involvement. 

5. The reaction is of service on account of its simplicity in demon- 
strating the presence of a tuberculous lesion which cannot be demon- 
strated clinically. 

Petruschky (Grundriss der spez. Diagnostik u. Therapie d. 
Tuberkulose. — Leipzig, 1913), while admitting the usual employ- 
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ment of the cutaneous method in his hospital and ambulatory work, 
declares that he never met with any bad effects of any kind, knows 
of no objectionable features or any injurious consequences follow- 
ing the use of the eye test. I could quote a number of other authors 
in support of this test, but I shall confine myself to citing the 
especially interesting and conclusive investigations of Wilhelm Neu- 
mann of Vienna. I place particular reliance upon his findings on 
account of my personal acquaintance with his painstaking examina- 
tions, most careful observations and reliability of his conclusions. 

Neumann applied (Anwendung d. Immunitatsforschung auf die 
Klinik d. Tuberkulose, Wiener klin. Wochenschr. Vol. XXV, 1912, 
p. 830) three and four varieties of tuberculin tests to a great number 
of individuals simultaneously, for the purpose of comparison and de- 
termination of their relative value in the same individual, and 
thereby their actual value as diagnostic agencies. The results so 
obtained are very instructive and self-explanatory. I shall confine 
myself only to the findings of the two tests here under comparison, 
the Pirquet and the ophthahno-turberculin. These two and a third, 
the Moro percutaneous tuberculin test, gave alike positive results in 
37 per cent, of the cases, and in 20 of them negative. In other 
words, in 57 of the cases all three tests reacted alike in the same 
individuals. In 22 per cent, of the remaining cases the former 
two gave positive reactions, whereas the third, the Moro, was nega- 
tive, proving thereby the greater sensitiveness of the first two, 
Pirquet and Calmette. The Pirquet test was alone positive in 7 per 
cent, more cases than any of the other tests, thus showing its 
greater sensitiveness and responsiveness to tuberculous infection, 
even latent or cured. Furthermore, this test was never negative 
when any of the other tests resulted in a positive reaction. Yet the 
Pirquet showed after all 17 per cent, of discrepancies with the 
clinical diagnosis, 12 per cent, of which were on the positive side 
and explained later by the presence of latent infection, while 5 per 
cent, resulted negatively in cases clinically distinctly tuberculous. 
These negative reactions occurred in cases of exudative pleurisy, an 
affection which seems to antagonize the correct reactions of all 
tuberculins ; also in cases prognostically very bad. 

The ophthalmo-tuberculin test never reacted negatively when 
others gave positive results, except in the 7 per cent, of the above 
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mentioned positive Pirquet reactions. Twenty per cent, of the find- 
ings, i.e. only 3 per cent, more than that of the Pirquet, the most 
commonly employed, and most highly praised test, were not in 
agreement with the clinical diagnoses. Of these 20 per cent. — 
positive reactions occurred in 11 per cent, of cases in which clini- 
cally tuberculosis was seemingly excluded. These cases were mostly 
of a peculiar type commonly associated with neuropathic vascular 
tendencies. They were cases of a peculiar diathesis, of orthostatic 
albuminuria, climacteric neuroses, angio-neurotic oedema. Neumann 
explains these discrepancies by the theory that in the occurrence in 
the human organism of specific reactions the latter do not solely de- 
pend upon the presence of anti-bodies and antigens, but that the 
individuality of that person also plays some kind of a role in the 
performance of the act. The other 9 per cent, of incorrect findings, 
in which negative reactions were obtained in clinically positive 
cases, occurred in individuals affected with sclerotic changes of the 
conjunctivae from old trachomas, in individuals with anemic con- 
nective tissue membranes, in a number of cases with pleuritic and 
peritoneal exudations and, lastly, in cases prognostically very bad. 
In other words, negatively incorrect reactions were obtained in 
similar pathological conditions in both tests, the ophthalmo-tuber- 
culin and the cutaneous. 

In order to further elucidate the manner in which the ophthalmo- 
tuberculin test works, perhaps it may be proper to quote an average 
example of Neumann's cases which he utilized for studying the 
tests. Out of ten consecutive cases of a ward, six (two gall-bladder 
carcinomas, one stomach cancer, one mitral stenosis, one interstitial 
nephritis, one nervous cardialgia) gave perfectly correct negative 
reactions with this test; whereas three others (one pericarditis tuber- 
culosis sicca, one tuberculous adenitis with chronic infiltration of the 
right lower lobe, and one of aneurysm with tuberculous cavities of 
the left lung) gave correct positive reactions. Only one case of the 
ten, a case of exudative tuberculous pleurisy, although clinically 
tuberculous, gave a negative reaction. But as already mentioned, 
pathological conditions, accompanied with exudations, cause diver- 
gent reactions with all tuberculin methods. 

As a whole, the experiences of Neumann with the ophthalmo- 
tuberculin test were extremely satisfactory, if not altogether gratify- 
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ing. He based his conclusions upon five thousand tests, using a 
I per cent. Old Tuberculin Koch preparation, and, with the ex- 
ception of a few incidents in which the reactions were a little more 
pronounced than ordinary, he never encountered anything dangerous 
or even objectionable. He was even able to foretell the severer 
reactions, for they occurred only in persons of a scrofulous habit 
with the typical facial conformation and typical glandular enlarge- 
ments. In all others the discomfort accompanying the reaction of 
the test was so little that the individuals were practically uncon- 
scious of its administration and of its positive reaction. 

While my own experience with the ophthalmo-tuberculin test is 
not perhaps as extensive as that of Neumann and others, yet it was 
sufficient to enable me to make careful observations and to draw defi- 
nite conclusions. During my service in one of the largest, busiest 
institutions of Vienna, including ward and ambulatory (dispensary) 
work, I was enabled to administer and to study between fourteen 
and fifteen hundred applications of the ophthalmo-tuberculin test. 
Jn my opinion this test is very serviceable and recommendable. 




READY FOR INSTILLATION OF THE TUBERCULIN INTO THE EYE. 

In the first place, the technic of application is extremely simple, 
I should say very much simpler than that of any other test, includ- 
ing the Pirquet. All it needs is the eversion of an eyelid and the 
dropping of one drop of the testing solution. We had the procedure 
greatly simplified by the use of a little vial having a hook-shaped 
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downward tipped beak and covered tightly on the top with a piece 
of rubber tissue. Slight pressure with the tip of the index finger 
upon this tight rubber membrane expelled a drop. The whole pro- 
cedure lasts about half a minute, a matter of extreme value in the 
use of the test in dispensary practice. 

Second. In the Pirquet test we have to resort for the denudation 
of the skin to some instrument, scalpel, needle, etc. This demands 
additional work of sterilization and adds probabilities of infection. 
This or too deep scarification may result in mild inflammatory re- 
actions, which are likely to be mistaken for positive reactions of 
tuberculosis and thus invite misinterpretation of results. In the eye 
test such possibilities are completely excluded. 

Third. The application itself in the ophthalmic test needs no 
special preparation of the patient, no particular experience of the 
operator; in the Pirquet, both are required. 

Fourth. The interpretation of the reaction of the eye test is quite 
simple, very definite, and hard of misconstruction; the other eye 
serves as a standard. The diflFerences are usually marked, easily 
distinguishable and present no special difficulties for their recog- 
nition. In the Pirquet the interpretation is not so simple. 

Fifth. The care required after the application of the ophthalmo- 
tuberculin test is nil; retaining the lower eyelid for a few minutes 
after the instillation of the drop is all that is required; the eyelid 
does the rest. In Pirquet, on the contrary, considerable time is 
required until the tuberculin and control tests have dried; during 
this time and after the denudated skin is exposed to infection by 
dirty hands and clothing, as I have repeatedly observed. 

Sixth. Positive reactions of the eye-test indicate active tuber- 
culosis and are as reliable as the sub-cutaneous injections of tuber- 
culins in the original Koch method; not so with Pirquet: positive 
may mean latent or healed tuberculosis. 

Seventh. Negative results of the Calmette test, especially those 
remaining negative upon repetition of the test, indicate, with the 
exception of a few instances previously cited, the absence of active 
tuberculosis, neither latent nor cured, as does the Pirquet. 

Eighth. Special dangers, particular contra-indications, or serious 
consequences are no more associated with the ophthalmic test than 
with any other, including the Pirquet. 
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I do not know of a single case in which the test has proven dan- 
gerous in the manner some authors would have us believe. While I 
have no exact figures at hand, I remember only a few severer re- 
actions and no really serious complications. Of ward cases I re- 
member two, which gave severer reactions to the eye-test and were 
accompanied by considerable edema of the eyelids, injection of the 
blood vessels, conjunctival and bulbar, photo-phobia, muco-purulent 
discharge, hot and sandy feeling in the eye, etc. But these two 
cases occurred in very much emaciated patients worn out by long 
standing, vitality draining, suppurative diseases. Their condition 
may perhaps have accounted for the severe reactions. Ambulatory 
cases, although exposed to germ-laden air, and not prevented from 
rubbing the eyes in my experience have been peculiarly free from 
any after effects. In my cases the test was applied in the following 
manner: The tuberculin was prepared by taking i c.c. of the Alt 
Tuberculin Kochii and diluting it with lOO c.c. of a solution of 
salicylic acid, gram o.i to lOO c.c. of freshly distilled water. This 
was put into an Erlenmayer flask, placed over a very small flame, 
and heated until the very first bubbles would appear to a temperature 
of 60 deg. C. If during this warming the liquid would become 
flocculent, the flakes would be permitted to settle to the bottom, and 
the clear fluid above the sediment would then be decantered. This 
was poured into specially designed above described test bottles, 
sealed and kept ready for use. If so prepared the tuberculin may 
remain serviceable for from six to eight weeks, when preserved in 
a cool and dark place while not in use. Should it during this time 
become opaque, its use must be discontinued and a fresh prepara- 
tion made. The eyes should be carefully inspected for the presence 
of any kind of an affection. The test should never be applied to an 
eye unless nothing wrong is found about it. If one eye is in good 
condition while the other one is not, the test may be applied to the 
good one. In making the test the head is bent backwards, the lower 
eyelid pulled downward and one drop of the tuberculin is then in- 
stilled into the conjunctival fold at the outer canthus of the eye. 
The eyelid is retained in the everted position for a minute or two 
and then permitted to resume its normal position. Eighteen to 
twenty-four hours after the application the eye is inspected for the 
presence or absence of a reaction. Injection of the conjunctival 
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blood vessels, redness or swelling of the carunculae lachrymalis or 
conjunctival folds, sandy feeling in the eye, etc., are evidences of a 
positive reaction. In retarded cases the symptoms may appear as 
late as forty-eight hours after the application of the test. Severe 
reactions present symptoms as already previously described. A 
drop of adrenalin removes immediately all the unpleasant symptoms 
of the severer reactions. If no reaction occurs, for further verifica- 
tion of the negative result and the absence of tuberculosis, two or 
three drops of the tuberculin solution might be instilled into the 
other eye, but never into the first, the one already used for the test. 
In conclusion, I wish to repeat that the test is absolutely without 
danger, safe, very reliable, and serves the purpose as well if not 
better than the Pirquet. Hence it deserves a better fate than neglect 
or abandonment. The different opinions are of course due to un- 
satisfactory results, but these were more likely obtained from faulty 
material or other causes than by the fault of the test itself. For the 
Pirquet, everybody seems to employ the original Old Tuberculin 
Koch, the standard of tuberculins, while for the ophthalmo-tuber- 
culin test the substances used, though prepared from the original 
Tuberculin Koch, yet in various manners, of varying sensitiveness, 
and therefore permitting variability of results when employed in 
the testing of individuals for tuberculosis. 



SYMPTOMATOLOGY AND DIAGNOSIS OF MALIGNANT 
STRICTURES OF THE RECTUM 

By ERNST RUGE 

Chief Physician, City Hospital 
Frankfurt-Oder 

The symptomatology of rectal carcinoma naturally resembles very 
much that of inflammatory strictures. In both instances we meet 
with cases which do not give rise to symptoms for a long time, and 
only then when the tumors have attained considerable size or have 
become adherent to adjacent organs is our attention drawn to the 
local condition. The surgeon sees occasionally a case in which a 
rectal affection was only diagnosed after complete obstruction of 
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the organ had ensued. In the majority of the cases, however, there 
occur a number of difficulties which, when properly inquired into, 
will serve as early symptoms of rectal malignancy, leading the ex- 
aminer to a special examination of the rectum by means of palpa- 
tion and the rectoscope. These early difficulties and symptoms are 
the same as in proctitic strictures, viz.: tenesmus, sensation of 
pain and burning in the anus, constipation alternating with 
diarrhea, mild forms of incontinence, as indicated by flatulency, 
mucorrhea or discharge of secretion. Pain during defecation 
is in the beginning not as frequent as in inflammatory strictures. 
Such pains are often described as "Falling down of the intestine," 
'^Dragging pains toward the sacrum," etc. There is a feeling of 
fulness -even after defecation has taken place, and some patients 
note an obstruction somewhere in the rectum when going to stool. 
Besides these symptoms there may be others, especially in the 
gastrointestinal tract. Colicky attacks in the large intestine are not 
at all rare. 

The characteristic cachexia of carcinomatous patients is fre- 
quently entirely missing. When it is present it is invariably a sign 
of a far-advanced state, indicating grave hemorrhages, long- 
continued absorption of products, due to the tumor disintegration 
or of ichorous rectal secretion. However, patients with far- 
advanced rectal cancer are frequently operable, and have been oper- 
ated upon successfully. Again, all these symptoms may continue 
for years until a relatively benign rectal carcinoma becomes 
inoperable. 

The dejecta often contain admixtures of blood, pus and offensive 
smelling secretion. Oftentimes, however, a single hemorrhage is the 
first and the last symptom for a long period. 

Tumor particles are but rarely evacuated by the rectal passage. 
Such particles may be derived from pediculated tumors that origi- 
nated from polypi, or they must be looked upon as the outcome of 
destructive disintegration. The pencil-shaped feces, or those re- 
sembling goat's dung, are often characteristic of the rectal stenosis. 

All these symptoms point to the rectum as the seat of the disease. 
Palpation of this organ is absolutely necessary in order to derive 
a proper understanding of the case. If the palpation is negative 
rectoscopy must at once be resorted to. Only when this examination 
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IS entirely negative, and when a neoplasm in the large intestine can 
be positively excluded, such diagnoses as '^internal hemorrhoids," 
colitis, etc., may be entertained. 

The main diagnostic means for the lower 8 to 10 cm. of the rec- 
tum is the palpating finger, and only if there is a possibility of multi- 
ple tumors is a rectoscopic examination necessary. 

Palpation gives various results, according to the nature of the 
malignant growth. The most frequent, the adenocarcinoma, gen- 
erally starts below deeper on one side than on other places of the 
rectal circumference. Its lower end protrudes, wall-like and quite 
hard, into the lumen of the rectum; it has a protuberant, well- 
characterized edge, or it may be palpated as a hard plate, with tough, 
tubercle-like protuberances. Small adenocarcinomata often only 
consist of plate-like discs, covered with smooth-tuberiferous mucosa. 
The edges of these discs are elevated tray-shaped, and the entire 
disc is movable with th£ rectal wall. The hard and wall-like infil- 
tration of the neighboring tissues, considered characteristic by 
Dorsemagen, only ensues as the carcinomatous process spreads into 
the structures ; this infiltration is of no value in the differential diag- 
nosis from a syphilitic rectal stricture, inasmuch as the inflammatory 
infiltrations may also be of very tough consistence. 

Solid tumors, such as medullary carcinomata, do not frequently 
give occasion to real strictures. By predilection they grow tumor- 
like into the lumen of the rectum and are prone to early disinte- 
gration. On account of this disintegration they may, then, attain 
a certain degree of surface flatness, so that they may resemble an 
adenocarcinoma when being palpated. Colloid cancers are palpa- 
torily distinguishable by their consistence. They are frequently 
very soft and readily vulnerable. The palpating finger is not infre- 
quently covered with tumor particles, blood and pus after the ex- 
amination of a colloid cancer in the rectum. 

Tumors, the lower end of which is situated higher up in the rec- 
tum than from 5 to 6 cm., may often become palpable by asking 
the patient to press downward or by bimanual palpation after the 
bladder has been emptied. 

The rectoscopic examination of the lower portion of the rectum 
is without import as long as the palpating finger supplies the neces- 
sary information concerning a neoplasm situated therein. Rec- 
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toscopy can only answer certain questions, which latter, however, 
may change the entire aspect of the case under certain cifcum- 
stances. If, for instance, the upper end of the tumor cannot be 
definitely palpated, it is once in a while possible to pass the recto- 
scope onward at the side of the tumor, and thus information as to 
the extent of the growth may be obtained. The rectoscope may 
also be of value to ascertain whether or not there is a second tumor 
above the one which can be palpated. 

On the other hand, when the seat of the cancer is beyond the 
reach of the palpating finger, that is, when it is located higher up 
than from 8 to 10 cm., rectoscopy is a very useful and important 
diagnostic aid. In certain of these cases the rectoscopic examination 
may even be a life-saving procedure, and it is the duty of every 
physician to employ it in all those cases in which there is no posi- 
tive evidence of the cause of intestinal hemorrhages, frequent defe- 
cations, diarrheas, mucorrhea, pains in the region of the sigmoid 
flexure, constipation of unknown etiology, chronic hemorrhoidal af- 
fections, anal fissures, etc. With the instruments generally em- 
ployed, the rectum, for a distance of from 25 to 30 cm., can be 
thoroughly searched for tumors and other pathological occurrences. 
For the diagnosis of rectal aflFections alone, a tube of 15 cm. length 
is all that is necessary. 

Small adenocarcinomata that have as yet not undergone ulcera- 
tion present themselves through the rectoscope as broad-based, 
prominent structures (in rare instances cancers originated fron' 
polypi are pediculated), which are covered with pale mucous mem- 
brane. Such adenocarcinomatous growth exhibits mostly a 
hyperemic zone at the approach toward the healthy side. This 
cancer type, when it occurs in the rectum, is movable together with 
the rectal wall when being pushed by the rectoscopic tube. The 
surface of an adenocarcinoma appears mostly tuberiferous right 
from the start. When the tumors are larger they often become dis- 
tinctly papillar, bleed readily from their surface or are ulcerated. 
In the latter instance there is often found a tough, red tumor wall 
around the ulcer area, which seems covered with a lardeceous sub- 
stance. The dirty lardeceous coating of these ulcers cannot be re- 
moved. An attempt to remove it causes at once bleeding, which may 
become abundant. Frequently one may also notice a depressed, 
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dirty-coated defect, surrounded by inflammatory, reddened, tough 
tubercles. If the carcinoma occupies more than half of the circum- 
ference of the rectal wall, it is most always impossible to push the 
rectoscopic tube past the growth. The tumor either hooks itself to 
the rectoscope, on account of its lower wall-like protuberance, or 
the free lumen of the rectum is too narrow to permit the onward 
passage of the tube. In such cases the question as to the size of the 
growth cannot be. solved, as a rule. 

Colloid growths exhibit another rectoscopic picture, as they can 
be indented by the instrument and consist in most every instance 
of a number of tough, readily bleeding, dirty, discolored or pale 
opacous-gelatinous prominences. When such growths become 
larger they are mostly ulcerated. This ulceration is called forth by 
the fecal column containing bacteria. 

The differential diagnosis between carcinomatous and inflamma- 
tory stenosis is easily made if aforestated data are remembered. 
Carcinomata are generally more developed on one side and down- 
ward; they only become circular late in their development. Can- 
cerous growths present right from the beginning a tumor-like ap- 
pearance on account of the prominence in the otherwise healthy 
mucosa and the wall-like, tough and often labiatiform edges. Fre- 
quently these tumors remain plate or platter-like. The inflammatory 
stricture, on the other hand, has a funnel-shaped orifice, and is 
nearly always annular, so that the lumen of the rectum is in the 
center of the pathological process, and not, as in carcinoma, on the 
side of it. In these cases the rectal mucosa is invariably inflamed 
over a wide area. The inflammatory area extends to below the 
narrowest portion of the stricture. Above the stricture there is 
nearly always more or less ulceration. 

Of course, there are cases of ulcerating rectal carcinoma. Such 
cases cannot always be distinguished from inflammatory strictures 
by palpation. The differential diagnosis, then, can only be made 
by excision of a piece of diseased tissue, which is submitted to a 
microscopical examination. 
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A NEW DIAGNOSTIC SIGN FOR LESIONS AT THE 

PYLORUS 

A PRELIMINARY NOTE 

By p. G. SKILLERN, Jr. 
Philadelphia 

The most frequent cause of mistaken diagnosis of upper abdominal 
lesions is the close anatomical inter-relation of the pylorus, gall- 
bladder and head of the pancreas, — a juxtaposition that often masks 
accurate orientation. Aly proposition is based upon the following 
reasoning : 

The pylorus is movable, shifting its position with the degree of 
distension of the stomach. Nine-tenths of gastric ulcers exist in the 
pyloric region (Pilcher). A small, circumscribed spot of "wincing" 
tenderness is a common sign in gastric ulcer. The situation of the 
tenderness is frequently a good guide to the site of the ulcer (Rob- 
son and Moynihan). And if the tenderness is on the right of the 
mid-line between the navel and the right costal margin, the prob- 
ability is that the pylorus is the affected part (Robson and Moyni- 
han). Therefore, with the patient reclining and the stomach empty, 
mark on the skin the site of the "wincing" tenderness. Now inflate 
the stomach .with air. The pylorus shifts, carrying the spot of 
"wincing" tenderness with it. The lesion, then, must be in the 
pylorus, and not elsewhere. This lesion is probably an ulcer of the 
pylorus. If the spot of tenderness does not move, the pylorus is 
either not involved or, if involved, is firmly anchored by adhesions, 
and these adhesions are due more often to infection of the biliary 
tract than to pyloric ulcer. The first time I noticed this sign was 
during my service at the German Hospital, Dispensary for Women, 
and here is the history of the case: 

A. C., female, white, aged 2^^ married, was admitted June 2^^ 
19 1 2, complaining of recurring attacks of headache, belching and 
vomiting, which have been increasing in frequency. Constipation is 
habitual, and there has been loss of weight, 10 pounds in 3 months, 
probably due to loss of nutrition from repeated vomiting. Abdominal 
exafnination revealed a fixed tender spot midway between the navel 
and the right costal margin. Pressure upon this spot elicited "winc- 
ing" tenderness, and caused the patient to complain of pain going to 
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the back. After inflation of the stomach this tender spot descended 
to the level of the navel, and after deflation it resumed its former 
position. 

Taking up this subject more in detail, we find that when the 
stomach is empty the relation of the pylorus to the surface is indi- 
cated by a point one inch below the tip of the ensif orm cartilage and 
a little to the right (Gray). With distension of the stomach the 
pylorus moves to the right, and in a fully distended stomach may 
be situated 2 or 3 inches to the right of the median line (Gray). 
According to Braune, when the stomach is distended, the pylortis 
moves considerably to the right, as much sometimes as 3 inches, 
approaching the linea semilunaris. This mobility is due to the fact 
that the pylorus is free from attachment, except by the thin gastro- 
hepatic omentum, which may stretch. With distension of the stomach 
the liver, diaphragm, and heart are forced upward, and the transverse 
colon and small intestine downward, and thus away from the pylorus. 
In cases of relaxatio ventriculi the gastro-hepatic omentum stretches, 
and the pylorus descends. Most stomachs with disease at the pylorus 
are more or less atonic, and according to Stiles the pylorus gets 
gradually lower and lower with increasing degrees of atony. 

An interesting example of the excursions of the pylorus, and one 
that bears directly upon this paper, is found in the case of a visible 
contractile tumor of the pylorus following ulcer of the stomach 
reported by Osier (Montreal Med. Jour., Aug., 1895). "On deep 
inspiration an elongated mass is felt to descend from beneath the 
costal margin. After dilatation with bicarbonate of soda and tartaric 
acid the mass moves to the right of the middle line, feels firm and 
hard, and gas can be felt bubbling through it. The tumor is ex- 
tremely variable in position, depending entirely upon the degree of 
distension of the stomach. It appears and disappears. Ten days 
later there was more dilatation of the stomach, and the pyloric tumor 
was felt much further to the right, midway between the navel and 
costal border. Three weeks later the pyloric outlines reach nearly 
to the right mammillary line. Autopsy revealed enlargement of the 
pyloric region of the stomach, and at one point corresponding to the 
anterior abdominal wall, and about 3 cm. from the duodenal orifice, 
there is an area 15 x 10 m.m. which histological examination proved 
to be an ulcer." Although Osier makes no note of it, yet localized 
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tenderness in all likelihood was present, for the ulcer was in relation 
to the anterior abdominal wall, and this tenderness must needs have 
indicated the position of the migrating pylorus with slavish fidelity. 
Had the pylorus not been palpable, this shifting tenderness would 
have indicated its position equally well! 

Birmingham has shown that in distension of the stomach the last 
inch of the pyloric canal remains comparatively undistended. It is 
situated, then, where the tympany of the distended stomach suddenly 
terminates on the right. In inflating, the stomach should not be over- 
distended, and better control or the degree of distension may be 
obtained with the Davidson syringe than with bicarbonate of soda 
and tartaric acid. A moderate amount of air can scarcely be more 
harmful than the gas which so often generates in these cases spon- 
taneously, and the merest tyro would refrain from blowing up a 
stomach in the presence of an active ulcer or after a recent gastric 
hemorrhage. Acute gastric ulcers are not so hard to diagnose, and 
I refer rather to the chronic type. In his X-ray studies of the motor 
functions of the alimentary canal. Hertz (Brit. Med. Jour., Sept. 28, 
1912, 774) showed that with the patient in the erect position the 
pylorus descends, — a fact that might be useful in lieu of distension. 

This subject offers boundless opportunities for interesting dis- 
cussion which tempt one far afield ; but we are learning so many new 
facts about the stomach day by day that I must pause with the fol- 
lowing conclusions: 

( 1 ) In tenderness-producing disease of the pyloric region of the 
stomach or duodenum, accurate orientation of the lesion may, in 
suitable cases, be made by observing the shifting of the tender area 
with alterations in position of the pylorus by inflation of the stomach 
or by gravity. 

(2) This method is of particular value in differentiating gall- 
bladder from pyloric tenderness, for in the former, in the absence of 
adhesions, the tenderness is fixed in relation with the liver, while in 
the latter the tenderness shifts in relation with the liver. 
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MYOCARDITIS, AND SOME OF THE DISTURBANCES 
OF THE CARDIAC MECHANISM 

(a review of recent literature) 

By L. Bertram Sachs 
New York 
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The following is in no sense to be considered a complete expose 
of the diseases of the myocardium; it is merely an attempt to set 
forth a part of the work which has been done in regard to affections, 
of the heart muscle during the last few years. 

Diseases of the endocardium and pericardium have held the atten- 
tion of the medical profession in the past almost to the exclusion of 
affections of the myocardium. The reason for this comparative 
neglect of the heart muscle in our clinical consideration of the 
cardiac apparatus was and is the facility with which we are able to 
hear and understand the various murmurs and friction sounds which 
result from disease of the fomier structures. 

During the past lustrum a very great advance has been made in 
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the clinical interpretation of heart affections. This great advance 
has been effected by the use of the electrocardiograph. Of the im- 
mediate value of graphic methods in the practice of medicine, Lewis 
states that "they have placed the entire question of irregular or dis- 
ordered mechanism of the human heart upon a rational basis, so giving 
to the physician the confidence of real knowledge; they have pro- 
foundly influenced and have added exactitude to prognosis ; they have 
potentially abolished the promiscuous exhibition of cardiac poisons 
and have clearly shown the lines upon which their administration 
should follow."' "The records in themselves," he continues, "con- 
stitute the most exact signs of cardiac affections which we possess. 
They may give information of enlargement of the walls of one or 
more cardiac chambers; accurately locate small lesions in the mus- 
culature; and provide us with a perfect means of ascertaining the 
functional efficiency of the auriculo-ventricular bundle. The in- 
formation derived from the records produced by the electrocardio- 
graph relate especially to the condition of the heart muscle. It 
brings us in nearer contact with the function of the heart muscle 
than does any other clinical method." And yet, though the employ- 
ment of the electrocardiograph does give all this highly desirable 
information, is it essential that the general practitioner of medicine 
should be trained to depend in his private work upon this compli- 
cated and expensive apparatus? Lewis, whose original work with 
the electrocardiograph is so well known, is of the opinion that the 
special manipulative skill and the necessary experience in obtaining 
graphic records required, entails an excessive expenditure of energy 
and time out of proportion to the practical value obtained. Most 
of the disturbances of the heart's mechanism met with in daily prac- 
tice can be identified by simpler means. Therefore, I will in this 
communication refer to graphic methods of diagnosis only in those 
instances in which their employment is indispensable. 

In the past, most general practitioners have considered disease of 
the endocardium or pericardium as an entity. To-day it is clearly 
established that this is not the case. Brooks, in the study of 287 
cases of endocarditis at autopsy, found that myocardial damage was 
present in a greater or lesser degree in practically all cases. The 
type and degree of this muscle damage determine to a large extent 
the possibilities and the future of any case of endocarditis. It can 
safely be stated that the myocardium plays the chief role in diseases 
of the heart. Valvular lesions mean that the heart is working at a 
disadvantage. They do not of necessity indicate a weak heart. 
Schott states that diseases of the myocardium in comparison with 
those of the endocardium are as 5 to 2. Roemer, while at Lieber- 
meister's clinic at Tubingen, during a period of 20 years had a 
record of 44 per cent, of myopathic heart failures where there were 
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no valvular symptoms. Satterthwaite found that in 45 per cent, of 
his deaths in heart cases, degenerative changes in the heart muscle 
were the chief predisposing causes. The most frequent alterations 
in the myocardium in association with endocarditis are degenerative 
ones. Inflammatory lesions are relatively rare. Brooks says that 
the myocarditis is not determined by nor is it the direct result of the 
endocarditis, but is caused independently by the same, affiliated, or 
entirely independent conditions. The most frequent form seen in 
chronic or late acute cases is fatty degeneration. From analogy, it 
seems that this degeneration, in most instances, succeeds a primar}' 
parenchymatous alteration. As a sequence of fatty degeneration, 
fibrous replacement, and probably brown atrophy frequently appear. 
The myocardial changes supervene most constantly and in more 
serious .{grades with aortic than with other endocardial lesions, prob- 
ably, as Brooks says, because of mechanical changes. 

The complete beat of the normal heart consists of a contraction 
of its chambers in an orderly sequence. The wave of contraction 
starts in a small and newly discovered mass of tissue, the sino- 
auricular node which lies embedded in the upper and anterior end 
of the sulcus terminalis. The tissue of the node is therefore at the 
mouth of the superior vena cava and is embedded in the right auricle. 
If there be disease of the heart muscle, either at this node or at any 
point in the path of the impulse which starts from this node, it can 
be readily understood that the normal sequence of contraction is 
intertered with. 

Moritz and Detlen have shown by X-ray studies that, while the 
normal heart becomes smaller in severe exercise, the heart whose 
muscle is diseased undergoes tremendous dilatation. The heart 
whose muscle is diseased remains competent under severe strain up 
to a certain point when it suddenly crosses the threshold that leads 
to dilatation and even death. The threshold of cardiac overstrain in 
a healthy heart is at a much higher level. 

Various classifications of disease of the myocardium have been 
made, but as yet, none of them have either an absolute clinical or 
pathological foundation. Nevertheless, there are well recognized 
types of myocardial disease which permit of a fair degree of cer- 
tainty in their clinical interpretation. We recognize an acute myo- 
carditis, a fatty degeneration, a fibrosis, brown atrophy, and a fat 
heart. All other pathological processes of the heart muscle, irre- 
spective of their etiological factors, can be classified under one or 
the other of aforementioned muscle alterations. Many pathologists 
to-day believe that in most cases it is but a step from acute paren- 
chymatous myocarditis to fatty degeneration, and thence to fibrosis 
and, perhaps, brown atrophy. 

Our pathological and clinical conception of myocardial disease is 
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greatly influenced by etiological factors. Thus we believe that most 
acute infections will produce a parenchymatous inflammation, that 
chronic affections call forth a fatty degeneration and fibrosis; the 
changes which come on in old age, a concomitant arteriosclerosis 
and cardiosclerosis; syphilis, a focal fatty degeneration and later a 
fibrosis, etc. 

Without going into details on this occasion about the symptoms 
called forth by the various myocardial changes, I desire to call 
attention to some of the irregularities of the cardiac mechanism in 
their relation to myocardial disease. 

In many cases of acute and chronic myocarditis, the heart is ir- 
regular in both force and rhythm, especially in the later stages of 
these conditions. These variations in the normal mechanism of the 
heart-beat are of great clinical interest and importance. The ad- 
vance in our knowledge of these alterations from the normal is, as 
we have previously stated, due to the employment of the electro- 
cardiograph. 

Mackenzie was the first to conceive that all work on the heart 
must be thought of and expressed in terms of the myocardium, and 
his theory of "nodal rhythm" was the forerunner of the discovery 
of auricular fibrillation. But to Thomas Lewis belongs the credit 
for this discovery, and the work of this investigator is freely made 
use of in the following. 

Heart-Block 

Heart-block is an abnormal heart mechanism in which there is a 
delay in or absence of response of the ventricle to auricular impulse. 
A very large proportion of the reported cases of chronic heart- 
block, and of those which have come under Lewis's own observa- 
tion, may be considered under two groups: The disorder has been 
found subsequent to single or repeated attacks of rheumatism, or 
has been the direct result of syphilis. Whether of rheumatic or 
syphilitic origin, heart-block is generally but an expression of a 
wide-spread aflPection of the heart-muscle in these patients; though 
the lesion may be confined to, or may fall most heavily on the 
tissues which establish functional connection between the auricle and 
ventricle (auriculo- ventricular bundle). In one- fourth of the cases 
in which direct examination of the heart has been obtained, the 
lesion has been gummatous. This is contrary to the experience of 
other men, who found that gummata are rare in syphilis of the 
heart. Chronic inflammatory processes, fibrosis, calcification, or 
fatty degeneration of the tissues, associated or unassociated with 
disease of the coronary arteries are among the most frequent patho- 
logical states encountered. When digitahs or other heart remedies 
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are given in toxic doses to young patients who have rheumatic 
hearts, it is not uncommon to observe the severer grades of partial 
heart-block as a result. 

Heart-block may occur at any age. It is, as in other disturbances 
of the cardiac mechanism, most prominent in the male sex. The 
disorders of the heart's mechanism caused by heart-block in its sev- 
eral grades are readily recognized by the exact graphic methods pro- 
vided by the polygraph and galvanometer. Often the earliest mani- 
festation of heart-block consists in a widening of the As-Vs interval 
(interval separating the commencements of auricular and ventricular 
systole). This defect can rarely be identified by ordinary clinical 
means ; yet it may be responsible for two physical signs. It may not 
be known to every one that auricular systole produces a distinct, 
though muffled sound, and that while this sound is inaudible when 
the hearths mechanism is normal, it is frequently heard when the 
auricular and ventricular systoles are sufficiently separated. A 
slight widening of the As-Vs interval may lead to a reduplication 
of the first heart sound ; a more pronounced widening may result in 
a double second sound; for the auricular systole may fall in early 
diastole. The second sign is confined to cases of mitral stenosis and 
is of similar origin. In these cases the systole of the auricle is the 
cause of the murmur which characterizes the valve lesion. Con- 
traction of the auricle at an abnormal instant in diastole is accom- 
panied by a murmur and thrill which replace the customary pre- 
systolic events. When the pulse is regular, apical thrills or rough 
mumiurs confined to mid or early diastole are physical signs which 
suggest not alone stenosis, but also the beginning of heart-block. 
Single drop beats are not difficult to identify. When a pulse which 
seems otherwise regular is interrupted by an occasional pause of 
unusual length and an examination of the apex beat reveals neither 
movements nor sounds in the pause, then it is a sign of heart-block. 
2 : I heart-block is to be suspected in any patient in whom the ven- 
tricle beats regularly and where the rate lies between 40 and 50 
contractions a minute. In complete heart-block the action of the 
ventricle is extraordinarily slow; almost all hearts which beat at 
rates of 35 and under, are aflfected in this manner. 

The special symptomatology of heart-block may be conveniently 
approached from two standpoints. Heart-block of high grade is 
accompanied by a reduction of the rate of the heart-beat often to 
half its former rate. Some degree of ventricular hypertrophy re- 
sults. Fulness of pulse, and high systolic pressure (170-200 mm. 
Hg) characterize the arterial system when in persistent heart-block 
there is no lack of healthy cardiac tissue. In the second place reduc- 
tion of pulse-rates beyond certain limits is accompanied by grave 
disorders of nutrition, an.l the brain is an early sufferer. The 
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patients who exhibit marked pulse-slowing in conjunction with fits 
fall in the category of Adams-Stokes syndrome. Patients who 
suffer from high grade of heart-block commonly give a history of 
brief attacks of giddiness, fainting and temporary loss of conscious- 
ness. In mild cases the subject of the attacks is momentarily pulse- 
less and momentarily pale. Heart-block and Adams-Stokes syn- 
drom.e are not synonymous terms. The majority of the patients who 
exhibit heart-block never have fits. 

Heart-block should be regarded as an evidence of myocardial 
damage, not necessarily limited to the auriculoventricular bundle, 
but probably diffused throughout the whole heart. Persistent heart- 
block of high order is a grave condition. Nevertheless, some, and 
especially the younger patients survive for many years in comparative 
and absolute comfort. 

Premature Contraction 
(Extra Systole) 

Premature contractions are responses of the heart to new and 
isolated impulses formed in the musculature; contractions which 
occur before the anticipated time and which consequently disturb 
the normal order of the heart's mechanism. As has already been 
stated, the normal heart-beat is propagated from a single impulse 
having its birth in the sino-auricular node. The auricular and 
ventricular contractions fall with the proper time relations to each 
other, and each impulse for contraction belongs to a regular or 
rhythmic series. Premature contractions originate abruptly, may 
spring^ from the auricle, from the ventricle, or from the auriculo- 
ventricular bundle. They are formed at a rapid rate and have no 
definite tendency to repeat themselves. The ventricular beat which 
the pathological impulse gives rise to, falls before the anticipated 
point in the normal rhythmic series. Whence comes the term "pre- 
mature contraction." When the premature impulse originates in the 
auricle, the premature contraction which it calls forth is followed 
by a similar and parallel disturbance in the ventricle. 

Premature contractions are much more common in men than 
women, and are most frequent between the 50th and 70th years. 
Of the factors which appear to be predominantly associated with 
them, gross lesions of the heart stand first. Myocardial degeneration 
was present in 18 of Lewis's 57 cases. 

Accompanying the premature beats, a feeble pulsation or a pro- 
longed pause is noted in the arterial pulse. The differentiation of 
premature auricular and ventricular beats is not always possible 
without full instrumental examination. In a very large number of 
those affected, the disturbances of heart rhythm pass unnoticed. On 
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the other hand, premature beats are not uncommon causes of what 
patients term palpitation. When numerous, premature contractions 
sometimes occasion actual distress. By calling attention to the 
heart, they often induce worry and anxiety. The long pause which 
follows the premature contraction awakens a sense of uneasiness or 
oppression in the chest, while the succeeding contractiiDn of the heart 
is accompanied by a consciousness of shock to the chest- wall and 
frequently by a feeling of gripping in the throat. When a number 
of premature beats succeed each other at short intervals, and con- 
sciousness of them is marked, anxiety may be profound, and faint- 
ness, coldness of the extremities and even sweating may result. 

The associated lesions of premature beats give prognostic indica- 
tions of their own. While premature contractions have unquestion- 
ably a relatively insignificant import, as compared to many forms 
of cardiac irregularity, entire neglect of thj^ir presence is not 
advisable. 
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The literature of the current year on the subject of tuberculosis of 
the kidney shows a uniformly insistent demand for early diagnosis. 
On all sides we hear the commendable desire for recognition of this 
condition before there has been much organic impairment of the 
affected kidney and functional derangement of the opposite organ. 

The majority of workers agree that in renal tuberculosis we have 
to deal with an hematogenous infection. Ascending infections are 
rare, and, as a matter of fact, recent work would seem to show that 
they do not occur. Draper and Braasch, in experimental work on 
the function of the uretero-vesical valve, state that a combination 
of the physiological function of the ureter and the anatomical check- 
valve action at the meatus prevents bladder reflux and ascending 
kidney infection. 

Renal tuberculosis exists in one of two forms, either as an acute 
miliary tuberculosis, which is usually part of a general systemic in- 
fection or as a chronic localized process. The kidney may reveal 
foci of cheesy deposits and abscess cavities, or we may have a con- 
dition which starts in the pyramids and leads to ulceration of the 
apices of the papillae. We may find the kidney studded with firm 
grayish-white nodules, varying in size from one to four m.m. These 
are usually embolic in origin, and are not accompanied by ulcera- 
tion. We usually find a condition of amyloid degeneration with an 
attendant chronic nephritis. 

Tuberculosis of the kidney is a disease of early adult life, occur- 
ring in apparently healthy individuals. It is the most frequent 
purulent renal affection, and is unilateral in 90 per cent, of the cases 
at the outset, becoming bilateral only late in the disease. Patholo- 
gists find at autopsy that renal tuberculosis is more common in males 
than in females, while surgeons find a preponderance of women 
sufferers of this disease. Urinary tuberculosis evokes severer symp- 
toms in males than in females. 

The onset is very insidious, the physician usually not being con- 
sulted until the bladder symptoms appear. The most prominent 
symptoms are referable to a deranged bladder function and run the 
gamut from painless polyuria to dysuria, strangury and incontinence. 
Polyuria is early and marked. Oraison finds a limpid pollakiuria 
to be a most prominent symptom of renal tuberculosis in children. 
Richardson states that the polyuria usually stops after extensive 
destruction of kidney substance. Frequency of urination and dy- 
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suria are present both day and night. Basy reports what he con- 
siders the case of renal tuberculosis recognized at the earliest period. 
His patient arose 3 to 4 times during the night to urinate. Examina- 
tion showed a dull lusterless urine which contained blood on micro- 
scopic search. By ureteral catheterization urine was obtained from 
one kidney which contained tubercle bacilli. This lost brilliancy of 
the urine, Bazy considers one of the first signs of impending tuber- 
culosis of the genito-urinary system. 

Keene and Laird maintain that hematuria is the exception rather 
than the rule, save in those cases of tuberculous papillitis, when it 
appears very early. The hematuria is usually intermittent and can 
only be recognized by microscopy. 

Pyuria is present in all cases of renal tuberculosis at some time 
or other during the course of the disease. According to Strachauer, 
it is at first but microscopic when it may be intermittent, but later it 
becomes macroscopic and constant, except where there is complete 
closure of the ureter. Hoehne says that a total obliteration of the 
ureter is inevitably to be regarded as of tuberculous origin. The 
advent of pyogenic organisms to a pre-existing tuberculous lesion 
produces a rapidly extending tissue necrosis {Evans). A persistent 
pyuria, following a gonorrhea, should always suggest the possi- 
bility of a tuberculous infection. 

Pain in the lumbar region may vary from a dull aching sensation 
to a sharp attack of colic simulating calculus. There may be pain 
along the course of the ureter and at the neck of the bladder, at the 
end of urination. Sensitiveness of the kidney on palpation is often 
present, but one must not forget that the opposite normal kidney 
usually undergoes compensatory hypertrophy and may be quite ten- 
der. Vaginal or rectal examination may reveal a thickened and 
beaded pelvic ureter, which is considered quite characteristic of this 
condition. Fenwick finding it in 84 per cent, of his cases of renal 
tuberculosis. 

The urine is pale in color, of a low specific gravity, and acid in 
reaction. A 24 hours' specimen should be collected and centrifuged. 
The sediment should then be examined for bacilli. Preliminary renal 
massage should be resorted to and diuresis induced. One denion- 
stration of the bacilli should never be considered sufficient, as it is 
possible that they are being eliminated from some other focus. On 
the other hand, one negative examination should not be construed to 
rule out the possibility of tuberculosis. Albuminuria is present in 
proportion to the amount of pus, but one must not forget that the 
sound kidney usually shows a similar condition caused no doubt by 
the irritation of the excreted toxic products. This albuminuria of 
the sound kidney usually disappears after the removal of the tuber- 
culous organ. A pale, acid, persistently purulent urine, from whose 
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sediment no organism can be made to grow on ordinary culture 
medium, is very strong presumptive evidence of renal tuberculosis. 

A positive tuberculin reaction is significant only in the presence of 
increased renal or vesical symptoms. Guinea-pig inoculations are 
very important. We should use both the intra-peritoneal injection 
and the Bloch method. The latter consists in a preparatory bruising 
of the inguinal glands and then the injection of the suspected ma- 
terial. Within ten days the bacilli can be demonstrated in the glands. 
This is quite advantageous when one considers that the old method 
requires six weeks for its completion. Cystoscopic biopsy is indi- 
cated according to Buerger in those cases where we have reason to 
suspect renal tuberculosis, when the bacilli cannot be demonstrated 
and the only visual alterations of the mucous membrane are those 
which appear as edema. Sections of pieces removed through the 
operative cystoscope may show microscopic tubercles. 

Cystoscopy is one of the best and most efficient aids at our dis- 
posal for an early diagnosis. The bladder, even though there be little 
tissue destruction, is exceedingly sensitive, and an anesthetic is often 
necessary. Tubercles may be found early and appear as minute, 
slightly elevated grayish yellow nodules surrounded by a zone of 
hyperemia. There may be diffuse reddening and edema of the blad- 
der lining or localized areas of edema may be separated by patches 
of healthy looking mucosa. Tuberculous ulcers are not widespread 
over the bladder, but tend to localize about the trigonum and ureteral 
orifices. They present an irregular outline with elevated thickened 
undermined edges, surrounding an unhealthy base which is covered 
by dirty necrotic material. A zone of dense infiltration is constantly 
observed around them. There are no phosphatic incrustations which 
are so commonly found on non-tuberculous ulcers. Early in the 
disease we find these ulcers grouped around the ureter leading from 
the infected kidney. A puffy, red ureteral orifice in a healthy blad- 
der is very suggestive of tuberculosis. The orifice may be enclosed 
in a circle of uniformly sized vesicles, the so-called bullous edema, 
which is pathognomonic of descending tuberculosis. 

It is quite universally agreed that infection by catheter is a negli- 
gible risk. There is always more or less difficulty in catheterizing the 
ureters in these cases. Rovsing says that he is unable to introduce 
catheters into 30 per cent, of his tuberculous ureters, while Braasch 
finds the same difficulty in 20 per cent, of his cases. 

The constitutional symptoms that should put one on guard are: 
Irregular fever with evening exacerbations, due usually to blocking 
of the ureter, with absorption of the toxins; night sweats and a 
gradual emaciation and loss of weight. 
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GENERAL METHODS OF EXAMINATION— SYSTEMIC 

AFFECTIONS— DISORDERS OF GENERAL 

METABOLISM 

Indigo-Forming Substances in the Urine— R. V. Stanford, Zeitschr, f. 
physiolog. Chemie, Vol. LXXXVII, No. 3. 

Results of the examination of more than 2000 urines. The indigo 
producing substances in human urine are exceedingly unstable. In 
the majority of the cases the amount of urinary indigo is markedly 
diminished after from i to 3 hours; in from 3 to 6 hours after 
micturition the indigo-producing substances have nearly entirely dis- 
appeared in most instances. However, these substances may occa- 
sionally endure without diminution for some days. The destruction 
of the substances cannot be ascribed to influences such as reaction, 
light, temperature, bacteria or atmospheric oxidation. In the examina- 
tion of urinary indican it is essential that the freshly voided urine 
be utilized. The nature of the indigo-producing substance could not 
be determined by author. The assumption, which is generally enter- 
tained, that the substance is potassium indoxyl sulphate seems to be 
an erroneous one, as this compound is of a very stable composition. 

Western. 

A New Indican Reaction — A. Jolles, Zeitschr. f. physiol. Chemie, Vol. 
LXXXVII, No. 4. 

The reaction is obtained by the following method: To 10 c.c. 
urine is added 2 c.c. of a 20 per cent, lead acetate solution. The 
mixture is then shaken and filtered. To the filtrate is added yi c.c. 
of a 10 per cent, alcoholic solution of thymol, 10 c.c. of ferric chlorid- 
hydrochloric acid (Obermeyer's reagent) and 4 c.c. chloroform. 
After this the entire mixture is well shaken. In the presence of the 
most minute trace of indican the chloroform exhibits a beautiful 
violet coloration. This reaction is much more sensitive than the other 
indican tests in general use. Western. 

Detection of lodin in the Urine— A. Jolles, Berliner klin. Wochenschr., 

Oct. 13, 1913- 

To ID c.c. urine are added 10 c.c. concentrated hydrochloric acid 
(D. I, 19) and 2 c.c. of a solution of cupric sulphate (10%). lodin, 
the presence of which is suspected, is extracted by shaking the mix- 
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ture with 2 c.c. chloroform. If iodin be present the chloroform 
stratum will assume a violet coloration. If the chloroform solution 
is shaken with 2 c.c. sodium hydrate (10%) after the supematent 
liquid has been removed, the violet color due to the iodin will dis- 
appear. In the presence of indican the blue indigo color will ensue. 
Thus the clinician, by employing "the one test, will obtain synchronous 
information of the iodin and the indican content of the urine. The 
sensitiveness of this test is very great, as it shows the presence of as 
small an amount as 0.006 per cent, potassium iodid. Mill. 

Detection of Glycuronic Acid in Diabetic Urine — O. Schewket, Biochem. 
Zeitschr., Vol. LV, Nos. i and 2. 

This method is very simple. It is made as follows : 10 c.c. urine 
is placed in a test tube. To this are added about 2 c.c. diluted sul- 
phuric or phosphoric acid, 10 c.c. ordinary alcohol and 20 c.c. ether. 
The mixture is then shaken. The ethereal extract is then separated 
from the watery solution and the ether-alcohol permitted to evapo- 
rate. The orcin-naphtho-resorcin test is made with the residue. 

Western. 

Blood Sugar under Normal and Pathological Conditions — 6. Purjesz, 
Wiener klin. Wochenschr., Sept. 4, 1913. 

Glucose represents the greater part of the reducing substances 
contained in the blood. Other sugars, combined glycuronic acids, 
etc., occur in such infinitesimal amounts that their presence, when 
the blood sugar is determined, may be entirely overlooked. The 
blood sugar content in healthy subjects fluctuates considerably. 
Fluctuations are small in one and the same individual as long as he 
is on the same diet. Mill. 

Lipoids and Blood Coagulation — F. Rumpf, Biochem. Zeitschr., Vol. LV, 
Nos. I and 2. 

The hypothesis that the thrombokinase of the tissue fluids is almost 
entirely due to the presence of lipoids, is untenable. Emulsion of 
lipoids causes but very slight blood coagulation, while the tissue 
fluids show a great influence in this regard. Pepton blood as well 
as that of leeches will very quickly coagulate in the presence of 
tissue fluid, while lipoids are entirely without influence upon the 
coagulation process. Western. 

Resistance of Colorless Blood Cells — A. Fraenkel, Berliner klin. 
Wochenschr., Oct. 20, 19 13. 

Investigations concerning the resistance of the blood cells. Author 
found that the small as well as the large lymphocytes exhibited the 
strongest resistance. The logical conclusion, therefore, is that these 
cells must be of great biological import. Mill. 
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Etiology of Arteriosclerosis— C. Frothingham, Johns Hopkins Hospital 
Bull., Oct., 1913. 

As one goes down the list of substances accused of producing 
arteriosclerosis the proof in support of the claims becomes less and 
less. It seems, therefore, that until some more definite evidence is 
offered against any agent it is best to consider that the only causative 
factors in the production of arteriosclerosis are the products of 
normal or abnormal metabolism retained in the body through faulty 
elimination, and the acute infections. Western. 

Ovarian Function in Basedow's Disease— O. Frankl, Gynakologische 
Rundschau, Vol. VII, No. 17. 

Report on the investigation of 40 cases. Deficient function of 
the ovary predisposes to the production of Basedow's disease. Thus, 
the physiological climacteric may be considered to predispose to the 
acquisition of this affection. In 5 cases the menstruation before the 
manifestations of the affection as well as in the first few months 
after its appearance was entirely regular, that is, it was of the same 
type than before the disease had set in. Entire cessation of the 
menses at the onset of the affection was noted in 10 cases. A con- 
nection between the severity of the cases and the cessation of the 
menses at the beginning of the disease cannot be established. The 
cases in which the menstrual flow had either ceased for a long time 
or in which the amenorrhea is interrupted by rare and scanty men- 
struations, must invariably be classified among the grave ones. The 
treatment must be directed toward increase of the ovarian function. 

Mill. 

Myxidiocy in the Presence of the Thyroid Gland — Goldstein, Deutsche 
Zeitschr. f. Nervenheilkunde, Vol. IL, Nos. i and 2. 

The rare occurrence of myxidiocy in spite of the presence of the 
thyroid gland is explained by author in the following manner: As 
the result of a developmental disturbance there ensued a deficient 
growth of the brain and of the system of glands with an internal 
secretion, especially the testicles, thyroid and the hypophysis. The 
idiocy is the result of the underdevelopment of the brain. The dis- 
turbance of correlation of the entire glandular apparatus, thus pro- 
duced, has given rise to the myxedematous condition. Western. 

Vasomotor Phenomena in Rheumatoid Arthritis — J. Lindsay, Clinical 
Journal (London), July 30, 1913. 

In a series of 153 cases of true rheumatoid arthritis, 108 exhibited 
vasomotor disturbances. These disturbances ranged in degree from 
slight numbness and blanching of the terminal phalanges of one or 
several fingers to symptoms so severe as to be indistinguishable from 



Digitized by 



Google 



380 The Archives of Diagnosis 

true Renaud's disease. These symptoms, premonitory of rheumatoid 
arthritis, are largely overlooked, because in the majority of the cases 
they are so slight and transitory in nature, and secondly, they gen- 
erally occur months or years before the well-known joint changes 
appear. Author believes that these vasomotor phenomena constitute 
the earliest symptoms of rheumatoid arthritis. Sachs. 



INFECTIOUS DISEASES 

Fever in Pulmonary Tuberculosis — F. J. Wethered, Lancet, Oct. 11, 1913. 

In pulmonary tuberculosis a rise in temperature apart from acci- 
dental factors may be considered an indication of activity, provided 
that it is continuous. When activity is accompanied by a low or 
normal temperature, the prognosis is almost invariably bad; this 
phenomenon usually indicates a lack of the power of response on the 
part of the body. A low temperature is occasionally seen after a 
period of fever, and unless this fact be remembered, false hopes of 
improvement may be raised. A high temperature may exist in cases 
in which a comparatively small area of lung is affected in the pres- 
ence of slight physical signs. Sachs. 

Menstrual Temperature Elevation in Pulmonary Tuberculosis—F. W. 

WiESE, Beitrage z. Klinik d. Tuberkulose, Vol. XVI, No. 4, 1913. 

Normally the body temperature is raised before menstruation, 
declines during menstruation and increases again after this has 
ceased. In pulmonary tuberculosis these fluctuations are more pro- 
nounced. Author has made his observations on 500 tuberculous 
women ; he has not included all those cases in which the temperature 
elevation could have been ascribed to any other cause. He found 
premenstrual temperature elevation in 40.2 per cent., intramenstrual 
elevation in 13.6 per cent., postmenstrual increase in 2.4 per cent., 
intramenstrual decline in temperature in ii.6 per cent., normal tem- 
perature decline in 32.2 per cent. These observations show that in 
67.8 per cent, of the examined cases there occurred alteration in 
body temperature at the menstrual period. There is no doubt that 
there is some diagnostic significance attached to these temperature 
changes. Prognostically, the regular occurrence of postmenstrual 
fever is an unfavorable symptom. On the other hand, disappearance 
of previously regular menstrual temperature elevation seems to per- 
mit a more favorable outlook. Fry. 

Chronic Cough and Wasting in Children— E. B. Smith, Clinical Jour. 
(London), Oct. 15, 1913. 

Tuberculous bronchial glands in addition to wasting gives one or 
more of the following symptoms: Cough, which is paroxysmal and 
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rather like whooping-cough without the whoop or vomiting; dul- 
ness behind the manubrium sterni, extending to the right or left of 
that bone, and an impaired note between the scapulae behind may be 
observed ; distension of the veins of the neck and upper part of the 
chest and shoulder region; a venous hum at the junction of the 
clavicle and manubrium, increased by extending and decreased by 
flexing the head; occasionally a pulmonary systolic murmur; press- 
ure on a bronchus, usually on the right side, causing an impaired 
entry over a portion of* the lung in long-continued cases giving rise 
to signs simulating phthisis; in more advanced cases there may be 
pressure on the lower end of the trachea associated with stridor, 
which is increased by extending the head and decreased by flexing 
it ; where nerves are involved, there may be some hoarseness of the 
voice. Sachs. 

Tubercle Bacilli in the Circulatiig Blood in Pulmonary Tuberculosis — 

J. Elsasser, Beitrage z. Klinik d. Tuberkulose, Vol. XXVI, No. 4, 1913. 

The pertaining examinations, hitherto conducted, gave very vary- 
ing results. Author examined 41 cases of pulmonary tuberculosis, 
most of which were very grave. The methods employed were in 
2 cases that of Schnitter, in 15 that of Jessen-Rabinowitsch, in one 
that of Kurashige, in 12 that of Kennerknecht and in 11 that of 
Zeissler. Positive results were only obtained with Zeissler's method, 
and this in only 3 cases. In 25 cases examinations were made of the 
blood of guinea-pigs; they were all negative. Accordingly, the 
tubercle bacilli were not frequently enough encountered in human 
blood in order that the assumption of a general disease could be 
justified. All these methods are inappropriate for the general prac- 
titioner ; the results obtained thereby are of no import in prognostic 
and diflFerential-diagnostic respects. Fry. 

Tubercle Bacilli in Circulating Blood— C. Moeves and F. Brautigam, 
Deutsche med. Wochenschr., Oct. 16, 1913. 

Clinical examinations have shown that the various staining 
methods of the blood cannot be depended upon to solve this ques- 
tion. Animal experiments with the blood of 50 tuberculous patients 
never demonstrated the presence of tubercle bacilli. It may be as- 
sumed that also in miliary tuberculosis the tubercle bacilli circulate 
in the blood for an exceedingly brief period only. Mill. 

Albumin Reaction in the Sputum — E. Hempel-J6rgensen, Beitrage z. 
Klinik d. Tuberkulose, Vol. XXVI. No. 4, 1913. 

The results obtained with the aid of Rogers' albumin reaction in 
the sputum of tuberculous patients are not uniform. Author demon- 
strated that in the thinner upper stratum of a large amount of ex- 
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pectorated sputum the albumin content is decidedly smaller than in 
the lower thicker portion. The varying amount of acetic acid em- 
ployed in the performance of the test will, of course, occasion differ- 
ent results. Author employs equal amounts of sputum and acetic 
acid (3 per cent.). The mechanical treatment of the sputimi also 
plays a certain role ; simple shaking will not bring about homogemza- 
tion. To accomplish this 20 c.c. sputum must be stirred for 10 min- 
utes. According to this method, author has examined 30 sputa, of 
which 16 came from tuberculous individuals. In 2 cases of recent 
tuberculosis there ensued no albumin reaction ; in 10 cases of bron- 
chial emphysema the reaction was weakly positive (up to 1.8 per 
mille albumin in the Esbach tube). In a case of bronchial asthma 
3 per mille. and in one of pulmonary gangrene 3.5 per mille albumin 
could be demonstrated. In one case of croupous pneumonia there 
were 4 per mille, and in another 26 per mille of sputum albumin. 
If less than 2 per mille albumin is contained in the sputum a diag- 
nosis of tuberculosis should not be entertained. At the same time 
inflammatory or destructive processes in the entire respiratory ap- 
paratus must be positively excluded. But very few results thus 
obtained are of positive diagnostic value. Fry. 

Albumin Content of the Sputum of the Tuberculous — £. Gelderblom, 
Deutsche med. Wochenschr., Oct. 9, 1913. 

The occurrence of albumin in the sputum of tuberculous persons 
is an indication of the presence of a fresh pulmonary process. In- 
crease or decrease of the albumin content points to an aggravation 
or improvement of the disease. The determination is made by 
means of Pindborg*s method and employing the Aufrecht albumino- 
meter. Mill. 

Radiography in Tuberculosis of Lungs and Mediastinum — S. A. Owen 
and R. Morton, Arch. Rontgen Rays (London), Aug., 1913. 

There are certain appearances of constant type, which are to be 
found in every case of tuberculosis of the lungs and mediastinum, 
where the clinical proof of tuberculosis is without dispute. In the 
absence of definite proof of tuberculosis, a radiographic examination 
is of the greatest value in confirming the clinical diagnosis while it 
is still in a stage of uncertainty. It often aflFords a means of de- 
tecting tuberculosis so early as to be of real value, because it en- 
ables the examiner to institute treatment at the earliest possible 
moment. When bronchial glands are normal, they merely contribute 
to the normal hilum shadow, a more or less diffuse pronounced 
shadow which in its peripheral parts has a definite branching appear- 
ance. When the glands are actually diseased and caseous, they give 
rise to very definite densities in this area. The absence of free move- 
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ment of the diaphragm proves nothing. A narrow vertical heart is to 
be regarded as an index of the type of soil the disease is grafted on, 
rather then a proof of tuberculosis. Sachs. 

ChUdren's Diseases— H. Thursfield, Practitioner (London), Oct., 1913. 

The V. Pirquet reaction — Lapage concludes that a negative result 
after two trials is sufficient evidence that there is no tuberculous 
infection. Of children entering a hospital between the ages of 5 
and 14 years, at least 60 per cent, have been infected with tuber- 
culosis. Idiocy and congenital syphilis — Dean examined 330 cases 
for the Wassermann reaction in an asylum for idiots. He believes 
that a large proportion of the cases of congenital idiocy is due to 
syphilitic infection. Sachs. 

Wassermann Reaction from a Prognostic Standpoint— -W. P. Lucas, Arch. 
Pediatrics, Oct., 1913. 

A syphilitic mother with a negative reaction, that is, a mother 
suffering with latent syphilis, may give birth to a child with a 
negative reaction, who may have no symptoms at any time except 
perhaps that indefinite symptom of nervousness. She may give birth 
to a child with parasyphilitic or late syphilitic manifestations, or she 
may give birth to a child with positive Wassermann reaction and 
active syphilis. The syphilis in these cases is usually not active as 
in the cases where the mothers react positively, as well as the in- 
fants, and from this standpoint, author believes that the Wasser- 
mann reaction has considerable prognostic value. Western. 

Luetin Reaction (Noguchi) in Syphilis— G. B. Foster, Jr., Am. Jour. Med. 
Sci., Nov., 1913. 

The luetin test possesses value as a diagnostic measure in the 
tertiary and latent stages of syphilis, but its greatest value appears 
to be as a means of prognosis. In 70 cases of undoubted syphilis, 
practically all of whom had been treated, either clinical evidence, a 
positive Wassermann test, or a positive luetin reaction showed that 
the syphilitic infection had not been entirely suppressed in all but 
4 cases. It seems reasonable to assume that these latter cases may 
be registered as cured. In view of these results, a provocative in- 
jection of salvarsan followed by the application of both Wasser- 
mann and luetin tests is suggested as a rational means of determin- 
ing whether treatment has been sufficiently intensive to effect a cure. 

Western. 

Syphilis Reaction of Hcrmann-Perutz — ^J. Kallos, Deutsche med. 

Wochenschr., Sept. 25, 1913. 

The reaction of Hermann-Perutz is specific for syphilis. The 
precipitation is more pronounced in inactivated serum. In primary 
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syphilis the reaction ensues more rapidly than the Wassermann re- 
action. The latter cannot, however, be replaced by the Hermann- 
Perutz process, as this occurs more rarely in secondary syphilis than 
the former. The reaction can be recommended as a control test 
for the Wassermann reaction. Mill. 

Complement Fixation in Sjrphilis, Frambesia, Trypanosomiasis and 
Phagedenic Ulcers — F. Heckenroth and M. Blanchard, Comptes rend, 
hebdom. d. Seances de I'Acad. d. Sciences, Vol. CLVII, No. 9, 1913. 

In syphilis and frambesia the Wassermann reaction proved in- 
variably positive. The serum of the ^2 patients with trypanosomiasis 
reacted positively in more than half of the cases. Of 13 patients 
with phagedenic ulcers 6 showed a positive Wassermann reaction. 

ZiMMER. 

Second Appearance of Scarlet Fever — Lammerhirt, Med. Klinik, Sept. 14, 

1913. 

Observation of 3 cases of the second appearance of scarlet in the 
same child. The second attacks ensued, iVi, 6 and 8 years respec- 
tively after the first infection. The second attack was by no means 
less severe than the first. One of the patients died on the fourth 
(lay of the second infection. Mill. 

Glandular Fever — H. de Stella, Annales et Bulletin de la Societe de 
Medecine de Gand, Vol. IV, Nos. 6 and 7, 191 3. 

Glandular fever, first described by PfeifFer, is an affection of child- 
hood. After an unusually brief incubation period, characterized by 
lassitude, difficult deglutition, etc., there ensues swelling of the lymph 
glands of the neck and temperature elevation. The buccal mucosa 
and the tonsils usually become reddened. These symptoms disap- 
pear after a few days. Suppuration of the lymph glands occurs but 
very rarely. The portal of infection is probably the buccal and 
pharyngeal mucosa. There is no specific microorganism. Most cases 
are due to infection with staphylococci and streptococci. Zimmer. 

Poliomyelitis: a New Pre-Paraljrtic Sjmiptom — J. A. Colliver, California 
State Jour. Med., Nov., 1913. 

The new pre-paralytic symptom consists of a peculiar twitching, 
tremulous or convulsive movement of certain groups of muscles 
lasting from a very few seconds to less than a minute. The ampli- 
tude of vibration is greater than a tremor, not so constant and long 
as a convulsion, and more regular than mere twitching, yet it has in 
it some of the elements of all. It usually affects a part or whole of 
one or more limbs, the face or jaw, but it may sometimes affect the 
whole body. The symptom may easily be overlooked in the begin- 
ning, as it usually lasts less than a second and does not recur, unless 
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the patient is disturbed, oftener than every hour or so. Later the 
duration of the spells lengthens, first to a few and then several 
seconds; at the same time the intervals between become shorter. 
This condition is often accompanied by a peculiar cry similar to 
the hydrocephalic. At times there is a slight convulsive movement 
just like a chill, as mothers say, during which time the child is 
apparently unconscious with eyes set for a few seconds and then he 
apparently becomes perfectly normal again. This short unconscious 
spell with eyes set may occur without noticeable convulsive move- 
ments. It acts thus something like a petit mal. Western. 

Acute Infectious Jaundice in Children— C. Herrman, N. Y. Med. Jour., 
Aug. 9, 1913. 

Report which is based on 98 cases seen during the last 6 years. 
There was no patient under one year of age. The disease is exceed- 
ingly rare in young infants. Between one and 2 years the disease is 
uncommon — only 2 patients in 98. It is most common between the 
age of 3 and 6. After that the number gradually diminishes. The 
disease is especially . prevalent during October, November and De- 
cember, over one-half of the cases occurring during these 3 months. 
This fact alone would be a strong element in favor of its infectious 
nature. A specific microorganism, which causes this disease, has 
not yet been isolated. Many authors have considered it most likely 
that the infection takes place through the digestive tract, on account 
of the initial gastric disturbance and the connection between the 
duodenum and common bile duct. However, this is not conclusive. — 
The most frequent symptoms at the onset are headache, lassitude, 
and anorexia, with vomiting and some rise of temperature. In only 
3 of the last 25 cases was it distinctly stated that the patient had no 
fever. In 13 there was vomiting, in 8 no vomiting, and in the re- 
maining 4 vomiting occurred once after the taking of castor oil. 
At the time of observation the temperature was normal in 6 patients, 
from 99 deg. to 100 deg. F. in 3. As 3 of the 6 patients with a 
normal temperature were seen 4 or more days after the onset, it is 
not unlikely that they had some temperature elevation previously. 
In none of the patients the pulse was slow. This peculiarity of the 
pulse in the jaundice of children has been pointed out by a number 
of observers. In the patients with a distinct rise of temperature the 
pulse was correspondingly increased. Pain in the abdomen or 
epigastrium was noted in 10 of the 25 patients ; pain in the legs in 3. 
Itching was present in 8. These were the patients in whom the jaun- 
dice was the most pronounced. The liver was palpably enlarged in 
21, and normal in only 4. The spleen was palpable in 10 patients; 
not palpable in 15. All but one patient recovered. Only one had a 
serious complication, namely, an otitis and mastoiditis which re- 
quired operation. Western. 
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Lymphogranulomatosis— R. v. Jaksch, Deutsches Archiv. f. klin. Medizin, 
Vol. CXI, Nos. 5 and 6, 1913. 

The clinical pictures of lymphogranulomatosis are varying. We 
may differentiate four main types. Lymphogranulomatosis is prob- 
ably caused by a virus that is related to the tubercle bacillus. The 
blood picture of lymphogranulomatosis is not a definite one. The 
prognosis is very unfavorable. Western. 

Bacteriologic Study of the Blood — C. L. Cummer, Phys. and Surg., 

Oct., 1913. 

In typhoid fever, blood-cultures are the diagnostic method of 
choice in the first week and are of equal value with the Widal re- 
action in the second week. In pneumonia, we are as yet unable to 
draw conclusions regarding the significance of a pneumococcemia. 
Further investigations of this condition is clearly demanded. In 
otitis media, a bacteriemia is a danger-sign of distinct value. In 
acute and subacute endocarditis, the isolation and identification of 
the causative organism from the blood-stream should be of aid in 
prognosis. The study of the bacteriology of the blood is of in- 
estimable aid in the differential diagnosis of obscure febrile con- 
ditions. Western. 



RESPIRATORY AND CIRCULATORY ORGANS 

Dorsal Percussion in Enlargements of the Tracheobronchial Glands — 

J. C. Da Costa, Jr., Am. Jour. Med. Sci., Nov., 1913. 

In simple enlargement of the tracheobronchial lymphatic glands 
percussion of the thoracic vertebrae, especially above the level of the 
inferior scapular angles, usually affords tonal changes of real clinical 
value if properly interpreted. These changes, more often corrobora- 
tive than primarily diagnostic, invariably should be correlated with 
the mural signs of the individual case. — Hyporesonance with maxi- 
mum tactile resistance and hyperresonance with minimum tactile 
resistance may have precisely the same significance in uncomplicated 
adenopathies. To explain this seeming paradox it is to be assumed 
that in the former instance the mass exerts a dulling pressure, and 
that in the latter it conducts the predominant tracheal tone. In 
glandular enlargements associated with pleuropulmonary lesions, 
emphysema and pleural adhesions are to be reckoned with as ad- 
ditional factors of hyperresonance and hyporesonance respectively. 
— In comparison with other (neoplastic) mediastinal masses, tracheo- 
bronchial tumors affect the vertebral percussion sound to a minor 
degree and more often produce dulness than hyperresonance. This 
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general rule has a restricted clinical bearing in differentiating adenoid 
and malignant tumors. — In routine examinations ordinary mediate 
finger percussion is preferable to instrumental pleximeter percussion 
in studying vertebral changes of sound. The latter method gives no 
surer clue to tonal changes than that afforded by percussion with the 
bare fingers, and its practice obviously forbids all judgment of 
tactile resistance. Western. 

Lobar Form of Broncho-Pneumonia of Long Duration— D. Riesman, 
Am. Jour. Med. Sci., Sept., 1913. 

The disease is a confluent lobular pneumonia of lobar distribu- 
tion, characterized by long duration, low fever, and the following 
physical signs: Impairment of resonance, broncho- vesicular breath- 
ing, and showers of crackling rales. It must be looked upon as one 
of the causes of obscure long continued Jever. The disease always 
seems to end in complete recovery, both symptomatically and anato- 
mically. In the beginning typhoid fever may be suspected, in the 
later stages tuberculosis. The diagnosis of tuberculosis is often 
made in these cases. Sachs. 

Cardiac Weakness— Hering, Deutsche med. Wochenschr., Sept. 11, 1913. 

Analysis and definition of cardiac weakness must be undertaken 
from the clinical standpoint. The conception "heart weakness" 
should be employed in a broader sense than is generally done. Heart 
weakness not only comprises deficient contractibility, but also de- 
ficient irritability or conductivity. The subjective symptoms of car- 
diac weakness which may occasionally assume an objective charac- 
ter on account of accompanying cutaneous hyperalgesia, are of spe- 
cial import. By reserve force is understood the possibility to func- 
tionate stronger under certain circumstances. There are not only 
reserve forces of contractibility, but also such of cardiac irritability. 
Economic symptoms of cardiac weakness, that is, such which permit 
the ready recognition of the functional disturbance, are: omission 
of auricular and ventricular systole ; omission of ventricular systole ; 
dissociation; perpetual irregularity; pulsus alternans. Tricuspid in- 
sufficiency cannot be diagnosticated on the hand of the ventricular 
venous pulse. Cardiac dilatation following cardiac weakness may be 
designated as incompensatory dilatation in contradistinction to com- 
pensatory dilatation which is not the result of cardiac weakness. 
Incompensatory dilatation is not an economic symptom ; to demon- 
strate its presence a number of associated symptoms must be looked 
for. The clinician should not be satisfied with the observation of 
the economic symptoms, but should take into consideration all pos- 
sible coordinate symptoms that he may be enabled to properly ad- 
judge type and degree of the functional disturbance. Mill. 
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Respiration in Cardiopaths — R. Reinhardt, Deutsches Archiv f. klin. 
Medizin, Vol. CXI, Nos. 5 and 6, 1913. 

Observations on 18 patients with heart disease. The vital capacity 
is diminished in all instances of cardiac insufficiency. In grave cases 
pulmonary ventilation is laborious and increased (cardiac dyspnea). 
Cardiac dyspnea consists in an increase of respiratory volume 
(Atemgrosse), increase of frequency with an almost normal volume 
of the individual inspiration. The purely mechanical disturbances 
of respiration in cardiac insufficiency are sufficiently grave to explain 
the cardiac dyspnea. Western. 

Relation of Palpitation and Tachycardia to Cardiac Lesions — S. West, 
St. Bartholomew's Hospital Jour. (London), Aug., 1913. 

In 80 per cent, of the cases of exophthalmic goiter, palpitation 
may last for years without any sign of organic heart lesion develop- 
ing. The association of mitral regurgitation with exophthalmic 
goiter can be explained by the occurrence of a history of rheumatic 
fever in 10 to 12 per cent, of exophthalmic goiter cases. Tachy- 
cardia is itself the result of serious organic disease of the heart, not 
perhaps obvious for the time, but becoming manifest later on. 

Sachs. 

Pathological Blood Pressure— F. H. Humphris, Berliner klin. Wochenschr., 

Oct. 13, 1913. 

High blood pressure may exist in the presclerotic period, without 
giving rise to any symptoms; or the symptoms may be so vague that 
the patients hardly recognize them. The high blood pressure, then, 
can only be demonstrated by means of the sphygmomanometer. 
There may be some functional symptoms, such as attacks of dizzi- 
ness; headache (frequently increased by mental work and concen- 
tration) ; epistaxis ; palpitations ; slight edema of the ankles ; dyspep- 
sia (generally with sub-acid stomach contents) ; insomnia or sleepi- 
ness with loss of energy ; irritability ; tendency to be exhausted ; 
fear or the sensibility of an impending, unexplainable misfortune. 

Mill. 

Cervical Rib with Vascular Symptoms— E. D. Tilford, Lancet, Oct. 18, 

1913. 

The symptoms associated with cervical rib causing pressure are 
in the majority of cases nervous in type, with complaint of pain, 
and wasting of muscle. There occur, however, from time to time, 
rarer cases in which the symptoms are vascular, and in these cases 
the customary nervous symptoms are slight or entirely absent. Au- 
thor reports two cases with vascular symptoms. The first patient 
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noticed that his right thumb and index finger were numb and white. 
This condition in about a year gradually extended to the whole hand, 
the whole limb being pale and cold. Circulation was hardly to be 
perceived in the limb, and there was no pulsation in the radial, 
ulnar, or brachial arteries below a point one inch distal to the anterior 
axillary fold. At the root of the neck, the subclavian artery was 
seen to be thrust forward, and its pulsations were very obvious. 
Palpation showed that the artery and nerves were lying over a dis- 
tinct bar of bone, which proved in a radiogram to be a well-de- 
veloped cervical rib. The second case was in a woman aged 29 
years. The first sign was numbness in her index and middle fingers, 
which came on six months before admission to the hospital. In 
about five months the whole hand became cold and numb. The 
radial, ulnar and lower part of the brachial artery showed no pulsa- 
tions, and gave the feeling of solid cords. There was no wasting 
or affection of muscles, and no sensory symptoms whatever. A 
cervical rib could be plainly felt, and a radiogram showed a well- 
developed one on both sides. Sachs. 



ALIMENTARY TRACT 

Stomach Casca— T. G. Moorhead, Dublin Jour. Med. Sci., Oct., 1913. 

Presence or absence of hydrochloric acid in the gastric contents 
which has been vomited is of no diagnostic value. It is impossible 
to rely on a single negative result in the estimation of hydrochloric 
acid or even on a series of negative results unless the evacuation 
of the stomach is carried out at varying periods after the administra- 
tion of the test meal. The presence of hydrochloric acid in increased 
or diminished quantities is no definite guide to the administration of 
alkalies or acids, respectively. The salol test for gastric motility is 
on the whole reliable. In cases of pyloric obstruction there is al- 
most invariably a delay. Sachs. 

Significance of Gastric Ulcer with Respect to Gastric Cancer — F. 
Smithies, Jour. A. M. A., Nov. 15, 1913. 

A number of cases clinically admitting only a diagnosis of chronic 
gastric ulcer are shown to be malignant at operation. Many cases 
of gastric cancer reveal a "pre-cancerous*' history which at any stage 
prior to the terminal period of malignancy satisfies the clinical syrnp- 
tom-complex of chronic gastric ulcer. A study of 566 consecutive 
cases of gastric cancer, operatively and pathologically demonstrated, 
has been made in the attempt to determine how frequently chronic 
ulcer precedes gastric cancer and how this change is manifested 
clinically. The sex ratio in gastric cancer is approximately that of 
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chronic gastric ulcer (3.1 males to i female). More than three- 
fourths of the cases of gastric cancer occur in persons between the 
ages of 40 and 70 years ; more than one-half those of chronic gas- 
tric ulcer (134 cases) between the ages of 40 and 70. Pre-cancerous 
history indicates that 41.8 per cent, of proved cases of gastric can- 
cer presented early symptomatology of chronic gastric ulcer; 18.7 
per cent, showed the early symptomatology of "irregular" gastric 
ulcer, and 32.1 per cent, of the cases had the symptom-complex of 
gastric cancer, without previous gastric malfunction. The length 
of time of all symptoms of the "primary" cancerous group (182 
cases) was 7.1 months. The average length of time of the pre-can- 
cerous dyspeptic period ifi 239 cases was 11. 4 years. In this group 
the supervening period of evident malignancy averaged 6.1 months. 
The article abounds in valuable clinical data. Western. 

Edestin and Pepton in the Diagnosis of Gastric Cancer — ^J. C. Friedman 
and W. W. Hamburger, Arch. Int. Med., Sept., 1913. 

Edestin is a valuable aid in controlling the proteolytic cleavage 
of stomach contents. The latter is due in most instances to re- 
gurgitated trypsin, although leukocytes and bacteria probably play 
some part. By the use of edestin with pepton it is possible to ma- 
terially reduce the errors in diagnosis in non-cancerous and normal 
cases due to trypsin, leukocytes and bacteria. The edestin-pepton 
method possesses distinct value in the diagnosis of cancer of the 
stomach, and is of considerable service in the differential diagnosis 
between benign and malignant anacidity. High peptolysis with low 
proteolysis speaks for carcinoma ; high peptolysis with high proteoly- 
sis against carcinoma, but this test is only of value when taken in 
conjunction with the usual clinical and laboratory findings. Sachs. 

Duodenal Intubation— I. O. Palefski, N. Y. Med. Jour., Oct. 18, 1913. 

Invention of the duodenal tube and other duodenal instruments 
based upon the same principle, marked the beginning of an era of 
advancement in gastroenterology, rivalled only by the introduction 
of the X-ray and the invention of the stomach tube. The duodenal 
tube is capable of reaching a hitherto inaccessible place, a depot into 
which are collecting the contents of the stomach, duodenum, pan- 
creas, liver, and gall-bladder. Author has invented an improved 
duodenal aspirating bulb. Sachs. 

Fermentation and Putrefaction in the Human Intestinal Tract — H. 

Fischer, Zeitschr. f. experiment. Pathologie u. Therapie, Vol. XIV, No. 2, 

1913- 

Feces reacting alkaline with litmus contain free ammonia. The 
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intensity of the alkaline reaction depends upon the content of NH3. 
When albumin preponderates in the diet there is a high total NH3 
content in the feces. After ingestion of a vegetable and fruit diet 
there may be, as the result of longer lodgment in the bowels, a large 
content of the total NH., in the feces. When fats predominate, the 
fecal content of total NH3 is very high. The high ammonia value 
after fat ingestion is undoubtedly due to the secretion-stimulating 
influence of the higher fatty acids and the alkali soaps upon the 
pancreas and intestinal glands. After a milk regimen, when the 
feces are strongly acid, there are also larger amounts of fecal HN3. 
After ingestion of Schmidt's test diet, causing marked fermentation 
stools, comparatively small amounts of HN., are found in the feces. 
A strong alkaline reaction of the feces or high values of free HN3 
as the result of albumin putrefaction, are no imperative indication 
for a diet in which carbohydrates preponderate. The article is full 
of valuable data and suggestions, and should be studied in the origi- 
nal. Western. 



Intestinal Parasites encountered in Five Hundred Autopsies— B. C. 

Crowell and R. W. Ham mack, The Philippine Jour. Science, B. Tropical 
Medicine, June, 1913. 

In a series of 500 consecutive autopsies on people of all ages in 
Manila: Ascaris lumbricoides occurred in 41.2 per cent., Trichuris 
trichiura in 34.4 per cent., Cysticercus cellulosae in 0.2 per cent., 
Oxyuris in i per cent., Clonorchis sinensis in 0.4 per cent., Schisto- 
soma japonicum in 0.2 per cent., malaria in 5 per cent., and amebic 
colitis in 5 per cent. The manifestations of ascariasis have been the 
presence of Ascaris in the liver as the result of both ante-mortem 
and post-mortem wanderings, and its possible action as the exciting 
factor in one case of widespread hemorrhages. One clinical case of 
Ascaris in the appendix has been encountered. Ascaris has not been 
found less frequent in febrile than in other cases. Trichuriasis oc- 
curred in 33.9 per cent, of the males and 35.4 per cent, of the fe- 
males; 15.53 P^r c^^t. of the cases under 15 years of age and 40.1 
per cent, of the cases above that age harbored Trichuris. Two clini- 
cal cases of appendicitis in which Trichuris was found in the ap- 
pendix have been encountered. One case has been described exem- 
plifying the frequently encountered hemorrhages in the submucosa 
of the intestine associated with the presence of the hookworm. One 
Taenia saginata was the only tapeworm encountered. The infre- 
quence of Taenia solium in human cases as compared with the great 
frequence of Cysticercus in hogs in the Philippines has been deemed 
noteworthy. One case of Cysticercus cellulosae in the human cada- 
ver has been reported in detail. Western. 
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AlimenUry Intoxication and Enteric Infection in Infancy— J. M. Brady, 
Jour. Missouri State Med. Ass., Oct., 1913. 

Confronted with an infant in which are present a pronounced diar- 
rhea, we must decide if we are dealing with a food intoxication, an 
enteric infection or a parenteral infection. In the last condition 
throughout the disease the diarrheal stools may be a leading symp- 
tom and the condition misinterpreted. The character of the stools 
will frequently assist in the diagnosis. Withholding all food for 24 
hours and administering nothing but water will give us valuable in- 
formation in regard to the true condition. In dysentery the condi- 
tion will improve, but the fever will persist, as this necessarily could 
have only slight influence on the inflammatory process within the 
bowel wall. In the alimentary disturbance detoxication rapidly takes 
place, the fever subsides, the delirium ceases and the infant again 
recognizes the mother. If the infant is very feeble, premature and 
near the stage of inanition, these favorable symptoms will not be met 
with, and fever will continue as the result of hunger. Western. 

Appendicitis in Children— G. C. E. Simpson, Brit. Jour. Children's Dis., Sept, 
1913. 

In a series of 30 cases severe abdominal pain was an early sjmip- 
tom in all save one. Vomiting occurred in 25 cases, constipation 
was a prominent feature in 10, diarrhea in 6. Pyrexia was absent 
on admission to the hospital in only 2 cases. Marked tenderness 
and rigidity over the right iliac fossa were present in 28 cases, in 2 
they were less pronounced. Diminished mobility of some part of the 
abdomen in respiration was marked in 20 cases, abdominal disten- 
sion, a sign of ill omen, was present in 6 cases. Appendicitis is now 
much more common in children than formerly. The cases are in- 
creasing not only in frequency but also in severity. Sachs. 

Rdntgen Study of Chronic Appendicitis and Inflammation of Colon and 
Terminal Ileum — A. W. George and I. Gerber, Boston Med. and Surg. 
Jour., Oct. 9, 1913. 

In a series of cases which clinically show severe constipation, and 
more or less indefinite gastric symptoms, examination by Rontgen 
ray has shown the causes to be definite surgical conditions in the 
right lower quadrant. In all of these cases the demonstration of 
mere ileal stasis or obstruction is not as important as the more posi- 
tive demonstration of the actual conditions. In chronic appendicitis, 
the kinked and adherent appendix is shown. In cases of Lane's 
kink, we can demonstrate the fixed and distended terminal loop of 
the ileum. In cases of Jackson's membrane, we can show the effects 
of the adhesions under the fluoroscope as well as the presence of a 
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characteristic mechanism of filling. Various adhesions in this r^ion 
as the result of old inflammatory disease, or congenital anomaly, can 
also be shown in the same manner. Cecum mobile and left-sided ap- 
pendicitis can be readily demonstrated. Sachs. 

Differential Diagnosis of Appendicitis by Rontgenoscopy — A. J. Quimby, 
N. Y. Med. Jour., Oct. 11, 1913. 

Author, after the examination of 141 cases, has obtained data 
which enable him to classify the appendix rontgenographically. In 
50 cases the appendix had been removed, but in 90 per cent, of the 
remainder sufficient data to determine the position and condition of 
the appendix were obtained. In the remaining 10 per cent, of the 
cases the position of the cecum prevented its thorough inspection. 

Sachs. 

Acute Pancreatitis— A. J. Evans, Brit. Med. Jour., Aug. 30, 1913. 

The recognition of acute pancreatitis from a clinical standpoint 
during life is very difficult, and in only one of the author's 3 cases 
was the diagnosis suspected before the abdomen was opened. It is 
a disease of adult life, and is more frequently found in males than in 
females. It may occur in children as a metastatic manifestation 
following niumps. Acute hemorrhagic pancreatitis, gangrenous pan- 
creatitis, and purulent pancreatitis, are simply phases of the same 
disease. The patient is suddenly seized with agonizing, unbearable 
pain in the epigastrium, often shooting toward the back, and fol- 
lowed by vomiting and collapse. There is often acute tenderness 
of the upper abdomen in the middle line. Constipation and delirium 
are constantly present. Jaundice may be present, sugar is rarely 
found in the urine. If the disease has progressed for some days, a 
definite mass can be felt in the epigastric region, it is well defined 
and limited to the upper abdomen. In front of it the stomach and 
colon may be percussed. The mass is due to localized peritonitis 
and the accumulation of blood and inflammatory exudate in the 
small peritoneal sac in front of the pancreas. Sachs. 

Diagnosis of Liver Disease by Means of the Pialyzation Method (Abder- 
halden) and the Independence of Both Lobes of this Organ— M. J. 

Breitmann, Zentralblatt f. innere Med., Vol. XXXIV, No. 34, 1913. 

In numerous clinical investigations concerning the relative inde- 
pendence of both hepatic lobes, author found a comparatively more 
active participation of the right lobe in gall-stone diseases, in grave 
forms of other hepatic diseases associated with icterus, in carcinoma 
metastases of the small intestine, in echinococcal, dysenteric and 
perityphlhic abscesses, and in general affections of metabolism. The 



Digitized by 



Google 



394 The Archives of Diagnosis 

left lobe was comparatively more affected in cardiac congestion, ii>- 
toxications (alcohol in the first stage), in diseases of the stomach, 
colon and rectum, pancreas and spleen. By means of the dialyza- 
tion method of Abderhalden it was possible in 15 cases to repeatedly 
demonstrate the participation of the liver, and occasionally of that 
of the right lobe alone, in cholelithiasis, colitis mucosa, obesity, con- 
gestion of the liver, pseudo hepatic cirrhosis with chylous ascites and 
acute gastroenteritis. The theory of the relative independence of 
both liver lobes seems to be also confirmed by the results of the 
dialyzation method. Western. 

Examination of Liver Function — H. Strauss, Deutsche med. Woclienschr., 
Sept. II, 1913. 

The galactose test for the determination of the functional activity 
of the liver serves its purpose, but not any better than does the 
levulose test. In the presence of obturation icterus alimentary glyco- 
suria occurs more rarely than levulosuria. In the presence of neuro- 
genous functional disorders the reverse is the case. The maximum 
dose of galactose should not exceed 30 grams. Mill. 

Combined Tests for Liver Insufficiency — A. Oszacki and F. Wagner, Med. 
Klinik, Sept. 21, 1913. 

In order to synchronously take to task more than one hepatic 
function, authors administered 40 grams galactose and 20 grams 
Liebig's extract of beef to the persons to be examined. In some of 
the cases a more or less pronounced increase of the galactose excre- 
tion was thus induced. Mill. 

Phenoltetrachlorphthalein as a Test for Hepatic Function— G. H. 

Whipple, T. C. Peightal and A. H. Clark, Johns Hopkins Hospital Bull., 

Nov., 1913. 

In an earlier paper, Whipple, Mason and Peightal have called at- 
tention briefly to three tests which may be of value in determining 
injury and estimating liver functional capacity. (See Archives of 
Diagnosis, Vol. VI, No. 3, p. 284.) Authors have pursued their 
experiments with phenoltetrachlorphthalein, concluding that this test 
promises much in the study of derangements of the hepatic paren- 
chyma, physiological and anatomical. Its great value is that it may 
give some quantitative values concerning liver injury, and for this 
reason, with accumulated experience, may be of value to the clini- 
cian. It surely will be of considerable value in various experimental 
studies concerned with liver function and impairment. The authors 
hope to report further work along these lines in the near future. 

Western. 
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Phenoltetrachlorphthalein, its Value as a Test for Hepatic Function — 

L. G. RowNTREE, S. H. HuRvviTz and A. L. Bloomfield, Johns Hopkins 
Hospital Bull, Nov., 1913. 

In this investigation an effort has been made to determine whether 
the quantity of phenoltetrachlorphthalein excreted by the liver fol- 
lowing its intravenous administration affords an index of the func- 
tional capacity of the liver. The specificity displayed by the liver in 
the excretion of this dye, which is analogous in every way to that 
exhibited by the kidney toward phenolsulphonephthalein, strongly 
suggests possibilities in this connection. The very thorough study of 
the three authors, though not as yet leading to a practical clinical 
testing method of the functional state of the liver, must be read in 
the original to be properly appreciated. Western. 

Blood Lipase: a Test for Hepatic Injury — G. H. Whipple, Johns Hopkins 
Hospital Bull., Nov., 1913. 

A study of the lipase of the blood shows a definite rise above 
normal in practically all cases of eclampsia, liver injury with necrosis 
due to poisons, intoxications or infections, acute yellow atrophy, 
cholangitis and abscess of the liver with considerable destruction of 
liver tissue. Cirrhosis of the liver may show a subnormal lipase; 
it may react to liver injury by a rise in blood lipase. Western. 

Curable Acute Hepatitis — A. Bittorf, Deutsches Archiv. f. klin. Medizin, 
Vol. CXI, Nos. 5 and 6, 1913. 

Report of a case which had been diagnosed as abscess of the liver. 
Further observation, especially the low leukocyte count, showed that 
the case was one of non-suppurative cholangitis, which called forth 
the enormous swelling of the liver. The cholangitic processes 
started from the gall-bladder which was infected with typhoid bacilli. 
Large doses of salicylic acid exerted a beneficial influence upon the 
aflFection. Western. 

NERVOUS SYSTEM 

Charcot Joints as an Initial or Early Sjmiptom in Tabes Dorsalis — H. L. 

Taylor, Jour. A. M. A., Nov. 15, 1913. 

The following conclusions are reached: Charcot joints and spon- 
taneous fractures are often initial or early symptoms of tabes dor- 
salis. They often precede the ataxic gait, and are of diagnostic 
importance in calling attention to the underlying tabes. Charcot 
joints are frequently of traumatic origin and often follow fractures, 
and lesser injuries. As ataxia is frequently one of the later symp- 
toms to appear, the term "locomotor ataxia" to designate the affec- 
tion is misleading and should be discarded. "Tabes dorsalis" should 
be used in its stead. Western. 
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Kyphotic Ischias— J. Hnateh, Deutsche med. Wochenschr., Oct 9, 1913. 

Report of a case of kyphotic ischias, an aflFection which is so rare 
that but 3 instances of it are recorded in literature. The right-sided 
ischias was associated with a kyphosis of 120 deg. The ischias dis- 
appeared together with the regulation and cure of the kyphotic con- 
dition. The occurrence of kyphotic ischias may be explained by 
the associated involvement of a sensitive branch of the nervus ischia- 
dicus in the sacro-lumbar muscle. This muscle is contracted and 
presses upon the nerve. Mill. 

Cutaneous Reaction by Means of Noguchi's Luetin in Paralytic Subjects — 

L. Benedek, Munchener med. Wochenschr., Sept. 9, 19 13. 

Employment of the luetin intracutaneous inoculation in 95 pa- 
tients, of whom 81 were affected with dementia paralytica, 10 with 
dementia praecox, one with lues latens and 3 with lues cerebri. In 
the paralytics author obtained 34.6 per cent, strong, 28.6 per cent, 
medium-strong, 17.4 per cent, weak and 19.7 per cent, negative re- 
actions. His results in dementia praecox were 10 per cent, weak, 
90 per cent, negative. One case of latent syphilis showed a weak re- 
action. The 3 cases of cerebral syphilis yielded abnormally strong 
reactions. Mill. 

Spirochetes in Paraljrtic Progressive Dementia— H. Geber, L. Benedek 
and K. Tatar, Wiener klin. Wochenschr., Sept. 18, 1913. 

In but one out of 15 brains the spirochaeta pallida could be demon- 
strated. It was met with in the cortical substance at a distance from 
the blood vessels and in the vicinity of the ganglia. Mill. 

The Dialyzation Method (Abderhalden) in Psychiatry— R. Bundschuh 
and H. Roemer, Deutsche med. Wochenschr., Oct. 16, 19 13. 

Cortex cerebri, thyroid gland and sexual glands, occasionally also 
kidney were examined by the dialyzation method and control tests. 
Besides, serum per se and organ substrate plus inactivated serum 
were examined. All tests were negative. Nine healthy persons re- 
acted negatively; the same occurred in 9 cases of manic-depressive 
insanity. Thirteen paralytics had a positive reaction, 11 times with 
the cerebral cortex, twice with testicle, one negative result twice with 
cortex, 10 times with testicle and invariably with thyroid. Mill. 

Epileptic Dementia— R. Benon and A. Legal, Revue de med., 19 13, No. 3. 

Epileptic dementia is especially characterized by a decline of the 
intellectual powers, affecting the memory, attention, imagination and 
judgment. Associated with this mental deterioration we find changes 
in emotivity and activity. Besides these symptoms there are fre- 
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quently met with such conditions as delirium, mental confusion and 
somatic disturbances. Epileptic dementia may appear in various 
forms. ZiMMER. 

Significance of Ocular Palsies— G. Viner, St. Bartholomew's Hospital Jour. 
(London), Sept., 1913. 

It is now generally admitted that no true paralysis of any eye- 
muscle ever occurs in functional disease, such as hysteria. Many 
isolated paralyses occur in non-syphilitic subjects, and get perfectly 
well in the course of 2 or 3 months ; for want of a better name they 
have been called rheumatic. The lesion is central or peripheral, the 
latter being especially the case in diabetics; these readily recover 
when the glycosuria disappears. In para-syphilitic disease variable 
isolated and temporary paralyses may occur, and, on the other hand, 
the simple cases may last for months. The Argyll Robertson pupil 
may occur in non-syphilitic cases, — such as in apical lesions of the 
lungs, aneurysms, also in lesions of the optic thalamus and third 
ventricle, the latter fact may be of some value in deciding the ad- 
visability of operation in cerebral tumors, for if there is no light 
reflex, the tumor must be inaccessible to surgery. Sachs. 

Seven Cases of Cervical Rib— N. G. Seymour, Am. Jour. Med. Sci., Sept., 

1913. 

Cervical rib, especially of the bilateral type, is not of great rarity. 
It may be recognized clinically, but a positive diagnosis cannot be 
made without the aid of the X-ray. It is more common in females 
than in males, and is often associated with scoliosis. It may not 
produce symptoms even when of unusual size. Symptoms may de- 
velop at any age, but are much more apt to occur later in life without 
definite history of causation. Sachs. 

Pelvic Disorders in Relation to Neurasthenia— C. Oldfield, Practitioner 

(London), Sept., 1913. 

Pelvic disorders have no specific action in causing neurasthenia. 
Pelvic complaints, with the exception of disorders of menstruation, 
are as often as not unassociated with physical signs, and due to a 
general neurasthenia. Certain conditions, such as slight exposure of 
vaginal wall, cervical erosion, laceration, retroflexion of the uterus, 
prolapsed ovary, ovaritis, and cystic ovary, do not produce syinp- 
toms and require no treatment. Chronic pelvic inflammation, calling 
for operative treatment, sometimes exists apart from recognizable 
tumor formation. Greater care is necessary before, during, and 
especially after operation in order to prevent post-operative neuras- 
thenia. Before operating on neurasthenics with gross disease, and 
before operating on cases without demonstrable signs, the surgeon 
should seek the advice of the physician. Sachs. 
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URINARY ORGANS— MALE GENITALIA 

Auscultation of the Kidney— F. Catheun, Urologic and Cutaneous Rev., 
July, 1913. 

It is possible to arrive at an appreciation of the anatomico-patho- 
logic condition of the kidney by the morphologic aspect of the ure- 
teral meatus, the study of the quantitative production of urea and 
chlorides, and the mode of elimination of the renal products. A 
ureteral meatus situated upon an edematous sphere of a more or 
less refractory aspect is frequently the characteristic of a calculus in 
the pelvic ureter. The presence of a few villosities implanted on 
the meatus may be an indication of polypi higher up. Dilated orifices 
indicate dilatations higher up (hydronephrosis). A punctiform ori- 
fice usually speaks for sclerosis or renal atrophy. An intense vascu- 
larization around the meatus and an orifice soft and cloudy in aspect 
speaks for calculous pyelitis and perhaps beginning tuberculosis. 
A dilated orifice with eaten-out edges and surrounding edema speaks 
for pyonephrosis, usually of tuberculous origin. The meatus is 
normal in movable kidney, hematuric nephritis, aseptic kidney stones 
and cancer of the kidney. In the quantitative study of the elabo- 
rated substances, the quantity of urea found in the divided urines for 
a given period of time without regard to the amount of urine ex- 
creted during the entire period of investigation is of utmost impor- 
tance. This yield of urea represents the function of the preserved 
tubular apparatus, and when compared with that of the opposite 
side shows the degree of destruction of renal parenchyma. The 
same applies to the chlorids, the quantity of which is an index to the 
function of the glomeruli. As to the mode of elimination, the eflftux 
resembles the whorl of glycerin into water, i.e., in a rhythmic and 
regular manner. KIaufman. 

Significance of Methods of Testing Renal Function— H. A. Christian, 
Boston Med. and Surg. Jour., Sept. 25, 1913. 

Experiments in animals have made it clear that a decrease in 
functional activity is not always accompanied by a demonstrable 
anatomical lesion; consequently we have to distinguish between a 
functional lesion and an anatomical lesion in the kidney. In a case 
of cardiac decompensation the kidney may show a marked func- 
tional disturbance in every way similar to that produced by a renal 
lesion of the nephritic type. In the former case when cardiac com- 
pensation is restored, the functional incapacity of the kidney dis- 
appears, while in the case of nephritis, though decreasing, disturb- 
ance of the function of some nature remains to indicate an organic 
renal lesion. In surgical conditions, such as prostatic enlargement, 
functional derangement consequent upon damming back of the urine, 
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can be distinguished from an actual diffuse renal lesion secondary to 
urinary stasis along with chronic infection. If the condition is the 
first, a few days of permanent drainage will restore the functional 
capacity, while the latter condition will not be altered by this pro- 
cedure. Information of an impending uremia is often given by a 
defective phthalein excretion and the nitrogen accumulation in the 
blood in these cases when symptoms and physical signs give no sug- 
gestion of uremia. Methods of testing renal function at present are 
of greatest value in determining prognosis ; they help very much in 
diagnosis. ' Sachs. 

Renal Functional Tests— E. L. Young, Boston Med. and Surg. Jour., Sept. 

25, 1913. 

The phenolsulphonephthalein test comes nearest to fulfilling all 
the requirements of a clinically valuable functional test in that it 
is easy to use, is harmless to the patient, and gives accurate and con- 
sistent knowledge of the actual working ability of the kidney, a fact 
that the practitioner wants more than the knowledge of whether the 
glomeruli or tubules of the kidney are affected. In surgery it al- 
ready has a recognized place. Sachs. 

Purpura of the Bladder — F. Kidd, Annals Surg., Sept , 1913. 

Case of a child, aged 12 years, with hematuria and intense pain, 
starting in the left iliac region and spreading into the vulva. There 
was a history of sore throat and a feeling of malaise. The gums 
were healthy, a pronounced left follicular tonsillitis was present 
with a cervical adenitis, deep tenderness over the bladder region, the 
urine full of pus and bright red blood. Cystoscopy showed irregu- 
larly placed patches of submucous hemorrhage, varying in size from 
a pinhead to a sixpence, some linear and some stellate. There was 
no ulceration or sign of miliary tubercles. The v. Pirquet test was 
positive. After 5 days there was a spontaneous cure. A second 
cystoscopic examination showed that the lesions had disappeared. A 
purpuric eruption is a symptom and is due to a solution of continuity 
in the walls of the capillary blood vessels. Mechanical weight is the 
simplest cause; excessive blood pressure or chemical poisons may 
cause it as may the toxins of certain microorganisms. This case 
fits in either as one of the latter type, or as a Werlhoff's purpura, 
but in the last named condition there is no case reported with an 
accompanying hematuria. Kaufman. 

Clinical Observations on Essential Hematuria — W. F. Braasch, Jour. 
A. M. A., Sept. 20, 1913. 

Those cases of hematuria in which there is neither evidence of renal 
insufficiency, visible organic parenchymatous changes nor renal in- 
fection should be classed as essential hematurias. In a series of JJ 
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cases, 26 of which were operated upon and 51 diagnosed as essen- 
tial hematurias and not operated upon, there was a preponderance 
of males (75 per cent.) ; the majority of cases occurred in persons 
between the ages of 40 and 50, and the right side was affected in 
64 per cent, of the cases. There was nothing especially noteworthy 
about the duration of symptoms, physical findings, urine analysis, 
hematuria or pyelography. Chronic nephritis, infectious nephritis, 
pyelitis, neoplasm, tuberculosis and lithiasis are to be differentiated. 
In chronic nephritis, the scanty urine, granular casts, edema, head- 
ache, increased arterial tension and retinal lesions should make the 
differentiation easy. Hematuria in chronic nephritis is usually a ter- 
minal symptom, while in essential hematuria it may be disregarded. 
In infectious nephritis there may be hematuria, but the persistent 
dull pain in one or both kidneys, chills and fever, microscopic oc- 
currence of pus, bacteria and gross hematuria rule out essential 
hematuria. In the latter condition the pain is slight and the urine 
free from pus and bacteria. A chronic indolent infection confined 
to the pelvis (bleeding pyelitis) without much destruction of kid- 
ney substance, gives a hematuria. The mucosa shows a granular 
condition which is really a papillomatous proliferation of cells. The 
papillae alone may be involved. Subsequent cicatricial contraction 
and adhesions will bind the pelvis and renal pedicle and distort the 
pelvic lumen. Pyelography shows the outline of the pelvis and the 
adjacent ureter irregularly narrowed and dilated. One or more of 
the calices may be dilated or effaced. In neoplasm renal functional 
tests show diminished activity. Kaufman. 

Significance of Urinary Acidity in Ncphritia— W. W. Palmer, Boston 

Med. and Surg. Jour., Sept. 25, 1913. 

Except under unusual circumstances, the acid products of meta- 
bolism exceed the basic. Unless the excretion of the acid products 
is carefully r^ulated, acidosis results and manifests itself in de- 
pletion of sodium bicarbonate from the blood. The efficiency of the 
kidney in maintaining the necessary constant equilibrium between 
acid and base in the body, is dependent on the insensity of urinary 
acidity. Author concludes that mild states of acidosis not infre- 
quently occur in nephritis, and in other unsuspected cases, and that 
the therapeutic use of alkali (in such quantities as to reduce the uri- 
nary acidity) is often desirable. The deviation from the normal 
of the kidney function in acid excretion is important both in differ- 
ential diagnosis and prognosis. Sachs. 

Infections of the Urinary Tract in Infancy and Childhood— W. P. Marsh, 

Brit. Jour. Children's Dis., Sept., 1913- 

Pyjelitis and cystitis are much more common in infancy and early 
childhood than is generally supposed. Mysterious febrile attacks, 
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especially in females, should therefore not be attributed to dentition 
or gastrointestinal indigestion until a careful examination of the 
urine for pus cells and organism has been made. The infection may 
be an ascending one owing to direct infection with feces through 
the urethra, or it may be a descending one, owing to the direct pas- 
sage of the organism from the bowels to the kidney, or, lastly, in 
rare cases the infection may be carried by the blood stream. In 
spite of all treatment many cases become chronic ; in these acute exa- 
cerbations alternate with long periods of quiescence, but the urine 
never becomes entirely free from pus cells and organisms. Sachs. 

The Influenza Bacillus in A£Fections of the Urogenital Tract— D. RAskay, 
Virchow's Archiv f. pathol. Anatomie u. Physiologie, Vol. CCXIII, Nos. 
2 and 3, 1913- 

Report of 3 cases of nephropyelitis which appeared in the wake 
of influenzal bronchitis. The cases were ushered in with chills. The 
connection between the influenza and the affection of the urogenital 
apparatus was shown by the bacteriological demonstration of in- 
fluenza bacilli in the urine. Mill. 

Early Renal and Vesical Tuberculosis — Wildholz, 17th International Med. 
Congress, Brit. Med. Jour., Aug. 23, 1913. 

Author states that early tuberculosis does not refer simply to the 
patient's first symptoms, as he knows of cases which were far ad- 
vanced before advice was sought. He found a kidney three parts 
cavernous in a patient who had complained of urinary symptoms for 
only 10 days. In 300 cases examined, only 25 per cent, were in an 
early stage of the disease. S)miptoms which induce a patient to 
consult a physician in an early stage of the disease are, disturbance 
of general health, lessened vigor and ability for work; local signs 
referred in more than two-thirds of the cases to the bladder. It 
must be remembered that tuberculou bacilluria has been found in 
cases of phthisis where neither kidney, bladder, nor genital organs 
were infected. Sachs. 

Pyelography in the Diagnosis of Hydronephrosis—M. Krotoszyner, Cali- 
fornia State Jour. Med., Nov., 1913. 

The diagnosis of hydronephrosis is materially aided and, in some 
instances, only possible by means of pyelography. It offers a valu- 
able guide to the method of treatment, for operative procedure to be 
followed in a given case. This method should be resorted to only 
on the basis of strict indications and by a skilled operator. 

Western. 
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FEMALE ORGANS OF GENERATION— PREGNANCY- 
PARTURITION— INFANTS 

Masturbation in Girls— B. Kaufman, N. Y. Med. Jour., Oct. i8, 1913. 

Some of the more common conditions in childhood, seen by the 
general practitioner, are almost entirely due to masturbation. Au- 
thor*s method for the detection of masturbation is as follows : Take a 
specimen of urine and examine it microscopically to determine the 
absence of yeast. Have the mother prepare some yeast and make 
the child play with it at night time just before it is put to bed. It 
is better to have the yeast fairly moist at first, as it then cakes better 
on the hands. Then without allowing the child to wash her hands, 
put her to bed. An examination of the urine the next morning will, 
in cases of masturbation, reveal the yeast fungus which is proof 
positive. Sachs. 

Serodiagnosis of Pregnancy — F. Ebeler and E. Lohnberg, Berliner klin. 
Wochenschr., Oct. 13, 1913. 

Results of the examination of about 100 cases. Authors conclude 
that the positive ninhydrin reaction is invariably obtained during 
pregnancy, but that it may also ensue in non-gravid women. For 
this reason, the method with its as yet unrefined technic, is not an 
absolute specific one. It is however, an important diagnostic aid, 
and will undoubtedly occupy a prominent place in clinical work in 
the near future. Mill. 

Serodiagnosis of Pregnancy— Porchownik, Zentralblatt f. Gynakologic, 
1913, No. 33. 

The dialyzation method, provided the technic be faultless, is re- 
liable. It is also applicable in the diagnosis of extra-uterine preg- 
nancy, and in febrile patients. However, the method still awaits 
perfection. Mill. 
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DIAGNOSIS OF THE MALIGNANT TUMORS OF THE ABDOMINAL 
VISCERA. By Professor Rudolph Schmidt, Professor of Medicine in 
the University of Innsbruck. Authorized English Version by Joseph Burke, 
Sc.D., M.D., Attending Surgeon, Buffalo Hospital of the Sisters of Chanty ; 
Consulting Surgeon, Emergency Hospital, Buffalo, N. Y. New York, 
Rebman Company, 191 3. 

This book of Professor Rudolph Schmidt, who should not be 
confounded with Professor Adolf Schmidt of Halle University, on 
the diagnosis of the malignant tumors of the abdominal viscera is in 
every respect a thoroughly reliable guide not only for the operator, 
but for the general practitioner as well. The work instructs and 
illuminates ; it is comprehensive and always to the point. The trans- 
lation is done very well, and the physical get up of the book is ex- 

H. S. 

A COURSE IN NORMAL HISTOLOGY. A Guide for Practical Instruc- 
tion in Histology and Microscopic Anatomy. By Rudolf Krause, A. O. 
Professor of Anatomy at the University of Berlin. Translation from the 
German by Philipp J. R. Schmahl, M.D., New York. With 30 Illustrations 
in Text and 208 Colored Pictures, arranged on 98 Plates after the Orig- 
inal Drawings by the Author. In two Parts. New York, Rebman Com- 
pany, 1913. 

Volume I of this work deals with microscopy. It is a good ref- 
erence book on the subject. We shall save our praise for Volume II, 
on histology. We might cast our superlatives not only at Krause, 
but also at Schmahl, the translator, Rebman, the publisher, and at , 
the art printers. 

Histology as taught in our medical schools and as known by our 
practitioners is practical and concise. American doctors lack the 
thoroughness of the Continental physician. Analogously our his- 
tology text- and reference-books are concise and commercial, i.e., 
cheaply gotten up. But Krause's Histology is as thorough and as 
painstaking as any classical German work. It is, however, what at 
first sight seems paradoxical — it is concise and brief. In other words, 
the 20S colored illustrations with their accompanying explanations 
carry the reader through an excellent course of practical histology. 
We hope that our American medical schools will adapt this work 
for practical histology and leave the theory to the lecturer. More- 
over, the young pathologist will be delighted to have for reference 
a wonderfully illustrated text of normal microscopic material. 

T. M. S. 
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THERAPEUTICS OF THE GASTROINTESTINAL TRACT. By Dr. 
Carl Wegele. Adapted and Edited, with Additions on the Diagnosis of 
the Diseases of the Esophagus; Diagnosis of the Diseases of the Gastro- 
intestinal Tract; Duodenal Tube and its Uses; Diseases of the Pancreas, 
and X-Ray Examinations of the Gastrointestinal Tract by Maurice H. 
Gross, M.D., Attending Gastroenterologist to the Har Moriah Hospital, 
and I. W. Held, M.D., Attending Physician to the Har Moriah Hospital. 
With 52 Illustratiohs in the Text and 2 Figures in Colors on one Plate. 
New York, Rebman Company, 1913. 

This book is a valuable addition to the practitioner's library. It 
gives the essential points in the diagnosis of gastrointestinal diseases, 
and emphasizes the therapeutic side. Therein the translators fol- 
lowed out the main idea of Dr. Wegele. But because the diagnosis 
of each disorder is concise, laying stress on the main points which 
are too often overlooked, it is an added attraction. The therapeusis, 
of course, is up-to-date and exhaustive, and the book's value rests 
here — and only here. T. M. S. 

A PRACTICAL TREATISE ON THE CAUSES, SYMPTOMS, AND 
TREATMENT OF SEXUAL IMPOTENCE, and other Sexual Disorders 
in Men and Women. By William J. Robinson, M.D., Chief of the De- 
partment of Genitourinary Diseases and Dermatology, Bronx Hospital and 
Dispensary; Editor, the American Journal of Urology, Venereal and 
Sexual Diseases; Editor and Founder of the Critic and Guide; Author of 
Sexual Problems of To-day, etc. New York, Critic and Guide Company, 
1913- 

This book is a brief yet thorough exposition of all the common 
sexual disorders. It is written in an engaging style. It contains 
numerous case reports, representing all phases of sexual disorders. 
^ Special emphasis is laid on treatment, and there are a number of 
' entirely new conceptions dwelt upon. It is one of the most inter- 
esting clinical surveys of the subject ever offered to the profession. 

L. B. S. 

THE MICROTOxMIST'S VADE-MECUM. A Handbook of the Methods 
of Microscopic Anatomy. By Arthur Bolles Lee. Seventh Edition. 
Philadelphia, P. Blakiston's Son and Co., 1913. 

A seventh-edition book speaks for itself. This is a recognized 
standard work on microscopic-anatomic methods. Gilson's new 
mounting media, improvement in the silver fibril stains of Biel- 
schowsky and Ramon y Cajal, and the addition of 700 new entries 
into the index are some of the important changes since the last edi- 
tion. L. B. S. 
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